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Preface 


It is fortunate that the widespread and increasing interest in 
psychiatry on the part of physicians and medical students comes at a 
time when psychiatry has more to offer than ever before in its history. 
The insistent demand for essential data geoad in systematic and 
usable fashion can now be supplied. 

The so-called “chronic” segment of the psychoses, somewhat 
discouraging to students, is no longer chronic. A positive therapeutic 
attitude has forced open the portals of chemical, pharmacologic, 
electrical, and even surgical treatment. It is too soon to evaluate 
finally the net results of the drastic therapies, but already it is obvious 
that a twofold gain has been made. First, unquestionably, in schizo- 
phrenia, manic-depressive psychoses, and in involutional melancholia, 
the drastic therapies have produced a marked increase in the number 
and duration of symptom-free periods. Second, the drastic therapies 
have stimulated a renaissance of interest and a concerted scientific ` 
attack upon the problem of the fundamental nature of the human 
emotions from many angles—chemical, pharmacologic, neurophysio- 
logic, and psychological. 

In the conception of psychosomatic medicine which has now 
attained much prominence, internal medicine and its subdivisions have 
acknowledged the leadership of psychiatry and the authenticity of 
its “mind-body” teachings. 

The concept of psychosomatic medicine is very ancient. As long 
ago as the fifth century B.c., Socrates, returning from the Thracian 
campaign, praised the cigs of the physicians of Thrace in their 
understanding and application of the principle that the body could not 
be relieved of symptoms without first curing the mind. He adjured 
the physicians of Greece to do likewise. 

Several decades ago psychiatry, profiting by its earlier mistakes, 
began insisting upon the fundamental unity ofman. In effect, it clearly 
stated the basic principles upon which psychosomatic medicine now 
rests. That in health and disease, each emotional reaction, mild or 
severe, has immediate repercussions in every tissue and cell of the 
body; conversely, each somatic reaction, physiologic or pathologic, 
mild and transient, or severe and permanent at once has emotional 
reverberations. Internal medicine was interested but rather dubious 
until there had been made the clinical demonstration of the dynamic 
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significance of anxiety in the genesis of structural pathology, notably 
peptic ulcer. The last formidable barrier between internal medicine 
and psychiatry has been demolished. 1 
Obviously, the closer union between internal medicine and psy- 
chiatry will produce valuable dividends. Indeed, already they are 
being realized in practice. Psychiatrists are viewing somatic perspec- 
tives with renewed interest. All physicians are turning eagerly to 
psychiatry for lessons which will give them a better understanding of 
so-called functional symptoms and teach them psychiatric techniques of 
management. It is now clearly comprehended that an illness, any 


illness, even though it may appear to be restricted to the physical in its 
clinical expression, nevertheless alw: 


which must be appreciated and treated. 

Psychiatry has utilized the Opportunities of each new era and 
trend as it emerged—humanitarianism, descri 
explorations, psychogenesis, psychosomatogenesis. From each era it 
retained that which was valuable and relinquished that which proved 
useless. There is now available a body of information which is needed 


the flesh.” It is my hope that the compact form of this book will enable 
the reader to obtain, with a minimum of time, a workable picture of the 
field of psychiatry—knowledge which constantly can be interwoven 


This book has grown out of the teaching experience of the author 
and each presentation has been subjected to the test of the classroom 
—perhaps the severest test that any book can receive. 


E. A. S. 
EDITOR’S NOTE 
peste eae or toe 


h public as a 
It will be appreciated 


ays contains a mental component . 


At This Time 


Medicine, like the other humane disciplines, must expect to be 
affected by the disrupting effects of war. At least in the beginning, 
it is inevitable that the impact of war should produce chaos in our 
economic structure and disruption in the world of science. 

Medicine has conscripted its personnel, knowledge, and skill and 
enrolled them in the armed services. It has willingly and cheerfully 
deferred its long-range scientific projects and has mobilized for victory 
the resources of its laboratories and experimental stations. This 
is fair “give and take”. The citadel of democracy, which is now 
besieged and threatened, is, among other things, the fortress of un- 
trammelled and free medicine, its science, and its practice. If demo- 
cracy falls, we shall lose the ancient, traditional, and democratic rights 
of medical practice. In thé present struggle, physicians may 
feel that they are defending the priceless heritage of the Healing 
Guild. 

Thousands of American doctors are serving with our armed forces 
Soon thousands more will join them in service. In the dual effort to 
continue unchecked the supply of physicians to the Army and Navy, 
and to the civilian population, medical schools have “‘streamlined” the 
education of their students. However, in spite of this maximum effort, 
it is inevitable that there will be a shortage and that rationing of medical 
services, both for the armed forces and for civilians, will become im- 
perative. Therefore it becomes necessary that all physicians be versed 
not only in the routine of medical practice, but also have at least a 
mimimum of understanding of the subdivisions and specialities of 
medicine. s 

This is particularly and peculiarly true of psychiatry. ' In the 
medical services of the armed forces, the psychiatric need is second to 
none. There are available scarcely enough trained psychiatrists to 
staff adequately the Induction Boards, and yet, if too much defective 
neuropsychiatric material is inducted, it will be not only tremendously 
wasteful economically, but will constitute, in addition, a serious hazard 
to troop morale. During and after combat there is a constant and 
urgent demand for psychiatric service. Itis estimated that in World 
War I, one-seventh of all casualties were neuropsychiatric. Excluding 
wounds, a peak load of one-third was reached. The Veterans’ Bureau 
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has expended more than a billion dollars for the treatment and rehabili- 
tation of these disabilities. f 

In the civilian population, the problems of acute and chronic 
nervous and mental illness are just as great and the call for psychiatric 
help is just as insistent. Never have there been enough psychiatrists 
available to satisfy adequately this need. Always it has been necessary 
for general practitioners of medicine and workers in other fields of 
medicine to carry a large share of the burden. Now, with the urgent 
demand for psychiatrists for the armed forces, the load of civilian psy- 
chiatry will be not less than trebled. 

Psychiatry is a social as well as a medical science. As medical 
men we are interested chiefly in the use of psychiatry in the every- 
day practice of medicine. Never before in human history has there 
been so striking a demonstration of the need for psychiatry, both for 
the individual and the masses. Never, too, has there been an exhibi- 
tion on such a massive scale of the penalty if the lessons of psychiatry 
are flagrantly disregarded. If the psychologic history of man were 
even dimly comprehended, it would be realized that our boasted civiliza- 
tion and culture is, after all, only a thin veneer. Dictators find no 
diffculty in using unscrupulous propaganda to strip off the vencer of 
culture and thus reach and utilize the primitive savage instincts of 
man for their debasing designs. Ifa few lessons such as this, elemen- 
tary in psychiatry, had been appreciated and applied, the world would 
not now be in its present chaotic condition. 
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The Importance and the Opportunities of 
Psychiatry 
HISTORICAL BACKGROUND 


' Psychiatry is very ancient and in the records of various crude forms 
and devices, its history is co-extensive with the history of the human 
race. The history of psychiatry is not altogether pleasant reading. 
In its earlier chapters there are many accounts of needless suffering 
and many of its pages are blotted by examples of “man’s inhumanity 
to man”. 

In the Middle Ages, and beyond, the “treatment” accorded the 
helpless mentally sick may be pictured from the following description: 
“Men covered with filth cowered in cells of stone, cold, damp, without 
air or light and furnished with a straw bed that was rarely renewed and 
which soon became infectious—frightful dens where we would scruple 
to lodge the vilest animals. The insane, thrown into these receptacles, 
were at the mercy of their attendants, and these attendants were con- 
victs from prison, The unhappy patients were loaded with chains 
and bound like galley slaves.” 

Even in medically enlightened Philadelphia, within a decade of 
the American Revolution, on Sunday afternoons, upon the payment of 
a small coin, a groat, the public was admitted to the Pennsylvania 
Hospital and permitted to view the insane! 

Degrading as were such attitudes towards the mentally sick and 
cruel as was their treatment, it was not altogether illogical when con- 
sidered in the historical context and contemporary cultural patterns. 
Seemingly, the mind of man, even from its very beginnings, has been so 
constituted that it is compelled to seek an explanation for the pheno- 
mena it beholds, whether it be a phenomenon of nature such as a flash 
of lightning or the strange behaviour which may flow from a disordered 
mind. 

Modern thinking is still too liberally streaked with the remnants 
of a once universal pattern of thinking, replete with superstitious 
fears and taboos. One need not retrace man’s history through many 
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centuries before arriving at the time when the primitive dominated the 
minds ofall but a few men. It was altogether natural that the strange 
and frightening behaviour of the mentally sick should be ascribed to 
possession by the devils and their myriads of evil spirits. From such 
premises there followed, not illogically, the conclusion that the thing 
to do was to scourge and otherwise torture the possessed body, making 
it so uncomfortable as a dwelling-place that the evil spirits would gladly 
depart from it forthwith. 

Here and there along the historical path of psychiatry are mile- 
stones of progress, brilliantly lighted shafts, beacons of promise of 
future attainments. As early as 460 B.c. Hippocrates declared that “the 
brain is the organ of the mind”. Thus, more than twenty-four cen- 
turies ago there was enunciated a doctrine which today is explanatory 
of organic psychoses, such as paresis, the symptoms of which are largely 
due to structural pathology of the brain. 

Another significant milestone was erected in 1793 by Philippe Pinel, 
who, in the shadow of the guillotine, made a gallant humanitarian 
gesture by striking the chains from the insane in the Salpétriére. 
Without benefit of Pinel’s humane act, the growth 


d t young but hardy science. 
It has acquired a considerable body of information. It has valuable 


THE EXPANSION OF PSYCHIATRY 


Psychiatry ‘has developed its own group of specialties—mental 
hygiene, child guidance, industrial psychiatry, Psycho-analysis, medico- 
legal Psychiatry, penal psychiatry, etc. Each of these disciplines per- 
forms a large and much needed function, 

The expansion of psychiatry came as a response to an enormous 
need. Only the barest outlines of this need may be statistically in- 
dicated: an annual admission rate of more tha: 

“public mental hospitals; i i 


half a million patients; more hospital beds devoted to the care of the 
mentally sick than all other patients combined; 


much needed in the general practice of 
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revenue of states, sometimes as much as one-eighth, ear-marked for the 
expense of caring for the mentally sick. Of the 24,000,000 children 
in the school systems of the United States more than one million are 
destined to become so sick mentally that they will require treatment 
in public mental hospitals. There are 500,000 mental defectives and, 
perhaps, as many epileptics. There is a vast segment of the army of 
criminals whose offences against society are due to diseases and defects 
of the mind and to maladjusted personalities. There are great numbers 
of addicts to alcohol and to a long list of narcotic and other dangerous 
habit-forming drugs and toxic substances. There are far too many 
suicides. 


THE INTERWEAVING OF PSYCHIATRY AND 
OTHER MEDICAL SPECIALTIES 


Even these gargantuan figures express only the smallest part of 
the reason why each physician should have an understanding of the 
principles and practice of psychiatry and should cultivate a psychiatric 
viewpoint. Much more important is the fact that the territory of in- 
ternal medicine and all its specialties and the territory of psychiatry 
merge into each other. Internists, gastro-enterologists, dermatologists, 
obstetricians—indeed, all practitioners and psychiatrists in their daily 
work—are constantly stepping back and forth from one domain to the 
other. One day a patient has an uncomplicated lobar pneumonia; 
the next day, with an increase in fever and toxicity, there is a toxic 
psychosis. An individual contracts lues. Subsequently, the spirochete 
invades the brain tissue and the patient shows mental symptoms. He 
has paresis. And soon. Often internal medicine and psychiatry deal 
with, the same set of causes: lues, arteriosclerosis, fever, exogenous | 
poisons like alcohol or lead, endogenous intoxications such as are pro- 
duced in the course of diseases infectious and otherwise which shift 
the metabolic balance, endocrine dyscrasias, etc. In truth one cannot 
be a doctor without being a psychiatrist, nor a psychiatrist without 
being a doctor. Ls 4 

An even stronger reason for enlarging the psychiatric perspective 
is the existence of an “x” quantity in every so-called physical illness, 
be the illness severe or trivial. This “x” quantity is the reaction of 
the psyche or personality to the invading disease. Psychiatry, long 
since, emphasized and insisted upon the fundamental unity and in- 
divisibility of man. Psychiatrists were the first to teach that an 
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individual could not be sick only in his body, or onlyin his mind. If the 
patient is physically sick, it follows that he will be sick also in his 
emotions, and in his personality. If he is sick in his personality, 
then the illness will reverberate in every cell and tissue of the body. 
The physician who is not capable of recognizing the psychiatric com- 
ponent of somatic disease can never hope to become more than a good 
clinical technician. At the intrusion of emotional personality reactions 
he is nonplussed and is sadly lacking in management and treatment 
techniques. ’ 

Perhaps the strongest reason for the physician to strive to acquire 
a certain amount of psychiatric insight is the large segment of functional 
sickness which occurs in the daily practice of medicine. From expert 
non-psychiatric testimony, by internists, gastro-enterologists and others, 
this functional segment exceeds fifty per cént. It occurs either in a 
pure form as well-defined psychoneuroses, or, more often (and of 
„greater significance to the practitioner), it presents as an overlayer of 
functional symptoms imposed upon a somatic basis. It represents 
a serious disorder of various bodily functions motivated by emotional 
conflict. Unless this is clearly understood—and unless it is understood, 
too, that symptoms may be the result of a pathology which is not 
structural, a psychopathology—the therapy will be ineffective. It 
may degenerate into a will-o’-wisp pursuit of inconsequential somatic 
pathology. It is always possible to discover a fractional deviation of 
the nasal septum; a fancied imbalance of the ocular muscles; a dead 
tooth or two; a questionable Ptosis of the stomach and other viscera 
and the like. Once this fallacious step has been taken it will lead to 
strange therapies—from special corsets and frequent gastric lavage to 
expensive spas; from frantic prescription-writing on a symptomatic 
basis to useless surgery. These and other treatments cannot possibly 
help functionally sick patients. They will serve only to impress the 
functional disorders more deeply. The last state of such patients will 
be much worse than the first. 

It must be repeated with emphasis that functional additions to 
underlying structural 
every ordinary situatio 


* Some years ago I reviewed the ex eriences of fi 
Eee n ote naea pe of former students who had been 
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tion for functional superstructures. There is never a “normal delivery” 
which lacks the potentiality of a long train of functional symptoms; 
never a simple fracture without the possibility of an aftermath of 
functional disturbances of motion and sensation; never an illness the 
convalescence from which may not be abruptly halted by functional 
incapacities. 

The presenting symptoms themselves do not have affixed to them 
identifying labels denoting their organic or functional origin. On the 
surface the presenting symptoms are the same: headache, pain, con- 
vulsions, vertigo, nausea, vomiting, bradycardia, tachycardia—in short, 
a legion of symptoms, referable to any system and organ of the body. 
The subjective or objective test-is not by any means an infallible 
criterion, since in functional illness the symptoms are as real as they 
are in organic disease and often can be objectively demonstrated. 


PSYCHOSOMATIC MEDICINE 


In this connection, the rapidly increasing interest in so-called 
psychosomatic medicine is significant. Psychosomatic medicine has 
staked out a large clinical area, adjoining on one side the territory ol 
internal medicine and its subdivisions, and, on the other, the territory 
of psychiatry. In this area psychiatrists work on the same problems 
as do their fellow physicians. It is the meeting place of the somatic 
and the functional, and here, as in certain instances of peptic ulcer, 
may be witnessed end-products, in terms of tissue pathology, of too- 
long-continued functional derangements conditioned by anxiety. 


HISTORICAL CHANGES OF EMPHASIS IN 
PSYCHIATRY 


Once having divested itself of its cruel and archaic impedimenta 

and becoming committed to a humanitarian policy of kindly under- 

_ standing and treatment of its patients, psychiatry in not more than a 
century has made remarkable progress. Among other accomplishments, 
it has passed through a Descriptive Era, during which the clinical 
pictures of psychotic entities were drawn with painstaking exactitude. 
Very early in its scientific investigations, it undertook somatic explora- 
tions. There has been the brilliant solution of the problem of paresis; 
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the neuropathologic conquest of the senile and arteriosclerotic psychoses; 
the identification in the clinical chemical laboratory of the formulae of 
many psychiatric reactions elicited by exogenous intoxications and 
endogenous toxicities. The somatic explorations continue actively. 
Psychiatric explorers now utilize every available instrument and tech- 
nique of precision, and often invent and perfect their own methods. 
Serology, metabolic chemistry, neurophysiology and electro-encephalo- 
graphy are only a few of the areas in which psychiatry is working and 
breaking new ground for the medical sciences as a group. 

Relatively soon, psychiatrists became dissatisfied with mere clinical 
descriptions, however carefully made and reported. There was in- 
creasing evidence that much important material was hidden below the 
surface; that in every human being there were deep psychic reservoirs, 
the content of which was not within the area of everyday consciousness. 
Many psychiatrists, employing various devices and techni 


sciousness. They scrutinized this material ver 


y closely and began to 
understand some of its significance. Today, 


psychiatry could scarcely 


allucinations, delusions, amnesias 
S—no more satisfied than would be 
Im patients or the identification of 


unds of their patients, Likewise, 
‘mechanisms and psychic dynamic 
ental symptoms, Perhaps auditory 


the basis ofa large component of latent homosexuality in the personality. 
In France during World War I, I saw “shell-shocked”? soldiers, who were 


WE and amnesic. They would be apt 
to say something like this: “I can’t see and the last thing I remember is 


charging across the wheatfield. I don’t know what happened next 
The situation became 
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for a soldier to witness the destruction of one of his friends. The 
symptoms now became understandable. They were protective. Ifone 
is blind, then one can no longer see gruesome sights. Ifa span of 
memory is “‘blacked-out”, then horrible experiences are blessedly for- 
gotten. From beneath, moulding these and other symptoms and 
pushing them into consciousness, is the dynamic energy of the strong 
emotional conflict between the insistence of the instinct of self-pre- 
servation, irreconcilable with the demands of soldierly ideals—bravery 
with its consequent hazard of life, patriotism, desire to gain praise and 
distinction, to bring glory to the regiment, etc. Under precipitating 
conditions, this conflict is expeditiously and pathologically resolved into 
the protective symptoms of major hysteria, the “shell-shock” of war. 

There have been given only a few of the many reasons why all 
physicians should be interested in psychiatry and why, particularly at 
this time, they should acquire some understanding of its principles and 
techniques. Now that the background has been sketched in, etiologic 
considerations can be profitably discussed. 


2 


Etiology 
ETIOLOGIC FACTORS 


In considerable degree, there still persists in the mind of the public, 
and in the thinking of a section of the medical profession, the naive 
belief that psychiatrists are hopelessly groping in the dark for the 
causes of the symptoms and the diseases which occur in their patients. 
This belief is a survival from the era of belief in demoniacal possession 
and other even more bizarre superstitions. Only recently I was cautioned. 
by anxious relatives, who had entrusted a patient to my care, to be sure 
that the shades of the patient’s room were carefully drawn when the 
moon was at its full, since the light of the moon, ifit fell upon the patient, 
would surely make her very much worse! (Lunacy-) 

Actually, psychiatry has accumulated a considerable body of 
etiologic information. Probably not less than one-half of all mental 
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disease finds a satisfactory explanation in the same basic causes which 
are operative in all diseases—lues, arteriosclerosis, intoxications and 
autointoxications, trauma, metabolic disorders, endocrine disturbances 
and many others. Since man is an indivisible somatic-psychic unit, 
these causes involve the totality of man. In some instances the pre- 
dominance of symptoms is physical, in others it is mental. There 
are no gods or devils here—just plain facts of everyday pathology. 

It is true that in several large fields of mental disease, notably in 
schizophrenia and manic-depressive psychoses, the specific etiologic 
factor still eludes scientific research. Nevertheless, even here, much 
progress has been made, particularly in chemical, metabolic, neuro- 
physiologic and electrical investigations; and the intensive study of 
personality types, both in their somatic and dispositional workings and 
in the interpretations of the distinctive psychotic speech and behaviour. 


VESTIGES OF PRIMITIVE THINKING 


While psychiatry has made much progress in uncovering funda- 
mental etiology, yet it is likely that advances would have been even 
more rapid if there had not been for a time the barrier of what I have 
called “post hoc, ergo propter hoc” thinking. 

“Post hoc, ergo propter hoc” thinking is a vestige of the simple 
pattern of thought of our primitive ancestors, They believed that 
because two things happened in sequence, the second, of necessity, 
must be due to the first, Thus, if one of their number mysteriously 
died or disappeared they might attribute it to a loud clap of thunder 
which they had heard the day before. 

Such erroneous conclusions, translated into terms of psychiatry, 
gained many adherents even in recent times. For instance, it was noted 
that in some mental patients the removal of foci of infection in the 
teeth, tonsils and elsewhere was followed by considerable improvement. 
This led to the sweeping inference that not only all mental illness, but 
also all mental defects, epilepsy, psychoneurosis, criminality, and many 
other abnormal states were due to focal infection and would be cured 
by the eradication of the infection. There followed a surgical debauch 
of amazing Proportions: countless teeth, tonsils, and cervices uteri 
were removed and thousands of yards of the large colon were resected. 
Of course, the results were inconsequential. Fortunately, sobriety of 
reasoning returned. At least, the principle that without respect to 
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etiologic significance, mental patients should be freed of infection when- 
ever possible was more firmly established. This had always been held 
and practised by sensible psychiatrists. 

In the wake of the brilliant demonstration by Noguchi and Moore 
of the spirochete in the brain tissue of paretics, there was too single- 
minded a devotion to neuropathology. Ardent researchers actually 
believed that in some of the layers of the cells of the brain they would 
discover a structural pathology explanatory of the transient symptoms 
of conversion hysieria. This, too, ran its course. Now, neuro- 
pathologists are industriously and tellingly engaged in investigations 
which give a reasonable promise of being successfully concluded. 

Certain scientificially startling and therapeutically decisive material, 
unearthed in the non-conscious levels of the psyche, set into motion an 
over-enthusiastic subscription to the theory of psychogenic causation. 
There was a flagrant disregard of the previously ascertained facts of the 
pathology of the central nervous tissue and their dynamic importance 
in the determination of mental symptoms. Eventually psychogenesis 
and psychotherapy came to know their own limitations, however, and, 
within this field, such studies and treatment efforts are increasingly 
fruitful. 

It is obvious that mental diseases cannot be explained on an “all 
or nothing” basis. The facts and the phenomena of the psychoses are 
so varied and intricate, that it is apparent that their causes are complex 


and multiple. 


PREDISPOSING CAUSES 


A convenient method of studying etiology is to consider predisposing 


and exciting causes. 3 [ai Os 
Predisposing causes must not be confused with so-called “precipitat- 
ing” situations. These are apt to be coincidental, often casual and 
relatively insignificant, life experiences which occurred just prior to 
the beginning of the psychosis. Generally, these situations have no 
more etiologic significance than do the usual casus belli: “Border” in- 
cidents, slights upon the national “honour”, or the assassination of a 
statesman do not actually “cause” a war. The real causes are more 
profound and important. Neither isa psychosis caused by the death of 
a cousin or a fall which occurred during childhood. The laity is apt 
to be convinced that these and similar occurrences are the,real causes 
2g 
Accessioned No .sccoddooees 
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and are not readily dissuaded, even by the logical argument that such 
life experiences are exceedingly common and that countless human 
beings experience similar and even more severe incidents yet do not 
become mentally sick. 

A PREDISPOSING CAUSE PREPARES THE SOIL FOR THE IMPLANTA- 
TION AND EFFECT OF THE EXCITING CAUSE AND RENDERS MORE LIKELY 
THE OCCURRENCE OF A PSYCHOSIS. 

Valid parallels are easy to find in internal medicine. A man is 
undernourished, alcoholic, exposed to inclement weather. These con- 
ditions increase the indivudal’s liability to pneumonia; they are pre- 
disposing. However, it is necessary that the respiratory tissues come 
into contact with the exciting cause, i.e. one of the pneumonia-produc- 
ing organisms, before the disease formula is completed. An alcoholic 
develops a polyneuritis: the alcoholism was predisposing but a vitamin 
deficiency was exciting. 


Significant Predisposing Causes 
Perhaps the more significant predisposing causes are these: 


1. Inheritance. 

2. Age epoch. 

3. Sex. 

4. Environmental factors. 
5. Occupation. 

6. Previous attack. 


Inheritance is an important predisposing cause, but its importance 
has been grossly overestimated. ‘The mendelian law is rarely applicable 
to human disease, except in such degenerative conditions as haemophilia, 
Huntington’s chorea, familial muscular dystrophy and, perhaps, certain 
aspects of mental defect and epilepsy. These conditions are defects 
rather than diseases. Direct inheritance may be very significant, but, 
even when it exists, its effect is more likely to produce heterogenous 
constitutional liabilities rather than the same psychosis. Mental 
disease in the collateral family must be cautiously weighed. A family 
genetic escutcheon that does not reveal an occasional psychiatric bar 
sinister is exceedingly rare. 

The age epoch may be significantly predisposing. In this respect, 
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human beings are fairly comparable to nations. Nations are con- 
ceived and born. If they survive the many hazards of the first period 
of existence and, as it were, their adolescence, they may expect to attain 
a strong and lusty adult existence. Then, they are at the peak of their 
strength and power. A nation may remain powerful and invulnerable 
for a long time—even for centuries. Nevertheless, the lessons of history 
are inescapable. Eventually nations come to their climacteric. Ifthe 
nation is intrinsically sound and has builded well, then the climacteric 
may be truly a climax and the nation may long enjoy the completion 
ofallits potentialities. Finally, however, the life of the nation will have 
run its course. It comes to its old age—its decline. It becomes weak 
and insecure and is vulnerable to external and internal dangers. Then 
it dies. . 

Likewise is the human being conceived and born. _ If he escapes the 
hazards of infancy and early life, largely physical hazards, the first 
perilous period for the mind is adolescence and the few years there- 
after. That the peril is considerable at this time is reflected in the sharp m 
statistical rise in mental disease, largely schizophrenia. The next ~ 
epochal danger faced is the involution, not ohly for women but also for 
men. For human beings, as for nations, if the life experiences and the 
reactions to them have been such as to produce a fair degree of stability 
and security, then there should be a reasonably long sustained level 
of maximum efficiency and maturity, intellectually and emotionally. 
Again, eventually and inevitably, there will appear the encroachments 
of old age, the inescapable physical and mental hazards of senility. 
If life endures, there will be progressive mental deterioration, often 
amounting to profound dementia. : f 

Again in nations and men alike, there are, in addition to the natural 
epochal hazards, frequent critical times coincidental and non-epochal. 
Th nations these crises are motivated by economic, political and spiritual 
vicissitudes; in human beings they are economic, entailing grave financial 
reverses; emotional, involving severe disappointment and rejections 
in the love life and deprivations by death and various combinations of 
physical and emotional strains as in childbirth. 

All in all, the age epoch is likely to include considerable predis- 
position, and it is helpful to view it from the triple perspective of etiology, 
diagnosis, and treatment. } 

Sex. The sex, in itself, does not carry either any predisposition 
to mental diseases or protection against them. However, the sex 
graphs are uneven and there are periods, notably the child-bearing 
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age and the climacteric, when mental diseases in women show a 
statistical rise. 

Environmental Factors. Environmental factors are either 
general or personal. They present serious predisposing risks. 

GENERAL Factors. All of us are subject to general environmental 
hazards. These include the considerable emotional penalty that must 
be paid for the kind of civilization in which we live—mechanized, highly 
industrialized, standardized, patterned, monotonous but still brutally 
competitive and over-luxurious. Currently there is added the person- 
ally and socially disruptive impact of war. These handicaps of civiliza- 
tion serve to act as deterrents to the satisfaction of normal human 
instincts and desires, marriage, children, home-building, etc. 

Although all human beings, excepting primitive savages, must 
accept these conditions and make the best of them, still individual 
resistance is very variable. It may be relatively insufficient innately, 
or at some particular cross-section in life the resistance may be danger- 
ously diminished due to a series of external drains. Such events may 
widen the flaw in the personality so that a mental break results—a 
penalty exacted by our civilization. L 

Since they should be to some extent avoidable, the personal pre- 
disposing environmental factors are more important than the general. 
They may be embraced in the failure to provide children (all of whom 
are deeply impressionable emotionally) with even a minimum of satis- 
factory emotional mental hygiene. ‘That child who feels emotionally 
insecure is potentially the victim of nervous and mental disease in adult 
life. A few of the childhood situations which are fraught with pre- 
disposing danger are these: failure to help children emancipate them- 
selves from parental authority and decision however “loving” it may 
be; brutal or impersonal and non-explanatory discipline; spoiling; 
lack of sex information which favours maladjustment to the sexual 
function later in life and perpetuates sex fantasy; constant friction 
between parents; and many other liabilities of omission and com- 
mission on the part of parents and others entrusted with the care of 
children. So many of these unhygienic personal environmental 
factors are so directly reflected in the psychoses and psychoneuroses 
of adult life that we dare not discount the predisposing effect of per- 
sonal environmental factors, particularly in childhood. 

Occupation may, and frequently does, predispose to mental 
disease both directly and indirectly. The expansion of industries 
which depend upon chemistry has not only greatly increased the 
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number of exogenous poisons (metals, liquids, gases, etc.) to which the 
central nervous system of man is vulnerable, both physically and 
mentally, but has greatly increased the number of workers. Lead is a 
fair example of an industrial poison which may readily produce mental 
symptoms. Carbon bisulphide used in the rayon industry is another. 

Occupation may indirectly predispose to the development of a 
psychosis. In the bygone days, when there were barmen, it was 
noted that the incidence of alcoholic psychoses among them was high. 
It has been observed, too, that luetic psychoses occur with considerable 
frequency among sailors. So, too, there has been a fairly high narcotic 
addition rate among physicians. Of course, the mere selling of potent 
alcoholic concoctions did not in itself render the barman vulnerable to 
mental symptoms. Neither does anything that has to do with the 
navigation of a ship produce mental disease of luetic origin. Nor does 
the familiarity of the doctor with narcotic drugs determine an addiction. 
These and other occupations do make it easier to succumb to certain 
specific’ temptations. The barman is more apt to begin to imbibe 
the alcohol with which he is in such constant contact; the sailor, at 
least in various ports at odd ends of the earth, may lead a “free” and 
unsupervised life and is likely to expose himself to lues; the physician 
at times of overwork and fatigue may experiment with his potent drugs, 
possibly activated by that contempt of danger which is bred by famili- 
arity. Thus both directly and indirectly, occupation may create a pre- 
disposition which cannot be ignored. 

Previous Attack. As in many instances in the practise of other 
specialties of medicine, so, too, in psychiatry, one attack may increase 
the likelihood of subsequent attacks. The various diseases of child- 
hood, small-pox (vaccination), shingles, etc., confer an immunity, but 
other diseases, as of the heart, apoplectic strokes and many respiratory 
pathologies render the patient more susceptible to future attacks. 
There are not many immunities in the field of psychiatry, but they do 
occur. More likely, notably in manic-depressive psychoses, one attack 
sets into motion a mechanism which strongly favours recurrences. 

Here, then, are the chief factors of predisposition. They are im- 
portant. Their careful consideration in each patient is often repaid by 
valuable suggestions pertaining to etiology diagnosis and treatment. 

Upon studying the list-it is suggested that no human being can 
escape completely all predisposition to mental disease. This is true. 
However, in the majority of instances, the predisposition is not strong 
enough to shatter the resistance. 
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It should be emphasized that no matter how marked be the pre- 
disposition, even if there can be some degree of indictment for every 
count on the list, predisposition does not produce the mental illness. 
It is first necessary for the person who has been “softened”, or pre- 
pared, to come into contact with an exciting cause. The exciting cause 
is the dynamic force which sets into motion those physical and mental 
mechanisms which bring the symptoms into expression. 


Exciting Causes 


The exciting causes of mental disease are either preponderantly 
somatic or preponderantly psychic or emotional. The word “pre- 
ponderantly” must be emphasized since it is fundamental that one 
realize that the causes cannot be solely either physical or emotional in 
their operation. This would be contrary to the now commonly accepted 
axiom that man in his functioning is an indivisible unit and not a 
loosely strung-together combination of parts. 

Nevertheless, the brunt of the impacts of exciting causes falls 
variously upon one level or another. The appreciation of the nature 
and quality of the exciting causes will be assisted by the consideration 
of a few of the functioning levels. 

Fever incites to the appearance of mental symptoms. It is pre- 
ponderantly somatic in its effect and expends its main forces upon 
bodily tissues, yet as a part of this process it produces an interruption 
of consciousness, perhaps a delirium with the outpouring of emotionally 
highly charged material. 

On the other hand, in some of the anxiety neuroses, the major area 
of the symptoms is at the ethical level. In France, during the First 
World War, I saw officers who had so distinguished themselves in action 
that they had received well-deserved promotions. Yet they were in a 
state of pitiful “funk” because, for instance, they feared that by an ill- 
timed command in action they might cause the death of some of their 
men. True, it was an ethical problem, yet one needed only to have 
looked at these men in order to realize at once that there were reper- 
cussions of the anxiety in every cell and tissue of the body. Often 
there was chalk-like pallor; trembling; violent pulsations of the vessels 
of the neck; rapid, shallow breathing, etc. 

In the light of these preliminary statements, it is not difficult to 
understand the operation of the following partial list of exciting causes. 
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Preponderantly Physical 
A. Fever, Infection, Exhaustion. 
B. Intoxication (exogenous) ] 
C. Intoxication (endogenous) } Acute. 
(metabolic unbalances) 
D. Chronic Toxicity. 
E. Chronic Cerebral and Gross Nervous Disease. 
F. Trauma. 
G. Insolation. 


Preponderantly Psychic (Emotional) 9 
This group includes a large variety of life situations, experiences 
and conflicts eventuating chiefly in considerable anxiety. 


CONSIDERATION OF PREPONDERANTLY PHYSICAL 
EXCITING CAUSES 


Fever, Infection, and Exhaustion. While it is possible to induce 
a clouding of consciousness and the mental symptoms of delirium by 
raising the body temperature by a “fever machine”, yet for practical 
purposes it is profitable to consider together fever, infection, and 
exhaustion. Here is a triad of exciting forces which are prolific of 
mental symptoms. It is a common and casual happening of everyday 
practice to have a simple pneumonia, influenza, a streptococcic in- 
fection and a host of other acute morbidities, by the action of rising 
fever and increased toxicity, suddenly manifest psychiatric compli- 
cations, usually deliria. These mental symptoms, for a time, over- 
shadow the physical symptoms and imperatively demand treatment. 

In regard to toxicity, and particularly in the consideration of fever, 
there must be taken into account the marked personal variation as to 
the temperature level at which mental symptoms appear. I have 
known patients who became mildly delirious with a fever of less than 
100°F. On the other hand, many human beings retain a relative 
mental integrity at much higher temperatures. 

A particular sub-division of infection is focal infection. My feeling 
is that this is a fair statement concerning the role of focal infection in the 
etiology of psychiatry: it is extremely dubious whether there is ever a 
causal relationship between focal infection and psychotic or psycho- 
neurotic symptoms. Nevertheless, it is good medicine, good psychiatry 
and good sense to clear the patient of focal infection as far as possible. 
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Exhaustion, in etiology, plays a restricted but important role. As 
modern life is arranged, one may scarcely expect exhaustion of central 
nerve tissues and cells due to muscular effort. Perhaps, a polar 
explorer might, through exposure, deprivation, and hardship, become 
nervously exhausted, but even in such situations, there is scarcely 
produced the cloudy swelling and degeneration of cortical cells, such as 
may occur in the brain of a dog exhausted on a treadmill. There may 
be considerable deprivation of nerve tissues and serious mental symp- 
toms as a result of long and debilitating infectious diseases. I have 
seen several such instances in enteric fever. Something akin to ex- 
haustion, too, may be the aftermath of long continued emotional wear 
and tear due to severe emotional conflicts. 

Exogenous Intoxications. Here are included a large group of 
industrial occupational poisons; the socially acceptable narcotic, alcohol; 
many narcotic and habit-forming drugs; many so-called “harmless” 
medicines like the bromides. All these exogenous poisons may be, 
and frequently are, etiologically directly significant in the development 
of mental symptoms. 

Endogenous Intoxications. Here are included many morbidities 
in which the intoxication isendogenous. This group has been indicated 
in the consideration of the exciting causes of fever and toxicity. There 
is introduced the particular effect of the infection which is present: 
pneumonia, influenza, acute rheumatism, enteric fever, encephalitis, 
poliomyelitis, bloodstream infections, and, in fact, all the acute in- 
fections ofadult life and childhood. Naturally, the particular infectious 
disease does not impress a distinctive mark as far as the mental symp- 
toms are concerned. Designations like “influenzal psychoses”, “rheu- 
matic psychoses”, and the like are misleading and should not be 
employed. 

The conception of endogenous intoxications brings up, in a broad 
sense, the role of disturbed metabolism in eliciting mental symptoms. 
Not only satisfactory physical functioning but, also, the maintenance of 
mental stability depends upon the maintenance of a relatively even 
balance between anabolic and katabolic processes. Therefore, in the 
endogenous intoxications and, indeed, in every sickness, acute or 
chronic, in the last analysis, it is the decided metabolic shift that 
disturbs normal mental functioning. In connection with metabolic 
unbalance one thinks of the endocrine apparatus, perhaps particularly 
in psychiatry. In one sense the glands of internal secretion are the 
connecting links between the emotions and their physical expression 
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patterns. When they, themselves, are disturbed in their functions, 
not only striking somatic phenomena but also definite alterations of 
mental functioning occur. In Graves’ disease, in myxedema, in Addi- 
son’s disease, in failure or serious diminution of the ovarian secretion, 
in plus or minus pituitary syndromes and in many other ductless gland 
disorders, there is a striking component of mental symptoms in the 
clinical pictures. Sometimes, as in cretins, or even in adult myxedema, 
the intelligence is at a very low level and is revived and revitalized by 
thyroid therapy. Conversely, in some psychoses, notably schizo- 
phrenia, there is a wealth of endocrine symptomatology, often sub- 
stantiated by functional tests such as the basal metabolism. 

Chronic Toxicity. Chronic toxicity is given a separate etiologic 
listing principally because of the psychiatric significance of lues. It 
is the determining symbol in the formulae for paresis and other psy- 
choses of luetic origin. In lesser degrees, tuberculosis, arthritis, gout, 
primary anaemia, diabetes, etc., by reason of the chronic toxic states 
they produce, plus the curtailment of the interests and activities of the 
patient, result in considerable deviation from normal mentality. 

` Chronic Cerebral and Gross Nervous Disease. Here are in- 
cluded a group of etiologic factors which act chiefly by their impact on 
the brain and by the disarrangement and degeneration of central ner- 
vous tissue cells and vessels: Huntington’s chorea (hereditarily tainted), 
multiple sclerosis, paralysis agitans, brain tumor and abscess, vascular 
haemorrhage, thrombus and embolus and many other conditions. 

Trauma. While head trauma is rarely productive of definite 
psychosis, yet it does have important psychiatric implications. Some- 
times in adults pronounced dispositional changes occur in the wake of 
head injury and in children it is second only to encephalitis epidemica 
in conditioning extreme abnormalities of behaviour. 

Insolation. Traditionally, and perhaps because, in those who are 
seriously predisposed, sunstroke may initiate long periods of instability 
of both the bodily heat apparatus and the,emotions, it has been in- 
cluded among the exciting causes. 


CONSIDERATION OF PREPONDERANTLY 
PSYCHIC CAUSES 


The “physical” exciting causes of mental diseases have the virtue 
of being concrete and demonstrable. After all, there is considerable 
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scientific satisfaction in being able to observe a positive reaction and a 
“steppage” gold curve in the blood serum and spinal fluid of a paretic 
patient during life and the spirochete in a section of brain tissue after 
death; to note on theclinical thermometera temperature reading 104.5 °F. 
in a patient who has suddenly become delirious; to “read” in the labo- 
ratory reactions of the blood chemistry the reason for the sudden onset 
of severe mental symptoms in kidney, diabetic, and other situations or 
by the discovery of a large concentration of bromides in the blood find 
the explanation of a puzzling psychosis; to find in a basal metabolism 
of plus fifty or more the answer to a mercurial emotional state suggesting 
acute mania. Nevertheless, satisfying as it is to see and touch etiology, 
yet, all in all, it is true that those “causes” which are not physical but 
chiefly psychic or emotional in their impact against the human per- 
sonality are the more dynamic and motivating. 


EMOTIONS AND THEIR IMPORTANCE 


The human emotions are literally the heart of the mind. They are 
as necessary and significant to the personality for a reasonably satis- 
factory maintenance of mental functioning as is the physical heart to 
the body for the continuance of normal somatic performance. Should 
the heart cease to function, there is physical death; should the emotions 
“stop”, as in profound senile and other deteriorations, then the mind dies. 

Although the emotions are very archaic, antedating the acquisiton 

. of intelligence by many aeons of evolutionary history, yet we know 
comparatively little about them. They are scarcely tangible enough 
to be accurately tested. Love or hate or depression cannot be seen 
and can be measured and weighed only inexactly. Nevertheless, even 
ordinary observation makes obvious the enormous power of the emotions 
and their far-reaching repercussions in the body and in the personality. 

“The emotions are too far-reaching, too important, too dynamic, 
and too fluid to be confined within a cage of words. Itis not too much 
to say that they are almost life itself. Emotions activate and energize 
behaviour. They express our ideas. By their resiliency and almost 
infinite variation they vivify and beautify life and create the very joy 
of living. However highly we may vaunt our evolution and civiliza- 
tion, it is undoubtedly true that we are fundamentally living by virtue 
of our emotions. The painting of a masterpiece; the conversion of a 
block of marble into a figure of enduring beauty; the writing of a great 
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novel, in fact almost every great achievement in the arts is emotionally 
and not intellectually inspired. Large and small decisions are fre- 
quently made on an emotional level even though the individual may not 
be aware of the impelling force which has actuated the “making up” 
of his mind. The meaner affairs and incidents of life likewise hinge 
more on feeling than on thinking.. 

“To a large extent everything, in the last analysis, depends on the 
direction in which the emotions exert their pull. The mass of the people 
is particularly prone to act this way. Revolutions are awakened; 
bloody and costly wars are fought; potent historical documents are 
brought into existence; kings and queens lose their crowns and their 
heads; ordinary men are elevated to high places in response to the 
electrical current of feeling which sweeps through the mob. It is true 
that so-called intellectuals may use the mob as the chess expert moves 
his pawns, but seldom do they succeed in retaining the direction and 
mastery. Furthermore, they themselves are apt to find their strength 
in emotionally conditioned thoughts and behaviour. 

“A civilization resting on a purely intellectual foundation would be 
almost inconceivable; it would be pallid and anaemic, weak and in- 
effectual. Great mistakes might not be made, but notable progress ` 
would be wanting. 

“Tt is clear that the emotions constitute a remarkable force both 
for good and evil. The conduct which they motivate in the affairs 
of nations and in the daily life of every man and woman may be 
beneficial or dangerous. In one instance, a nation may be brought 
to decline and chaos; in the other, a mind may be swept from its 
moorings. Whenevera force is so gigantic and awful in its potentialities 
it should be surrounded by protective barriers and subjected to inhibit- 
ing criteria. The only available criterion is the check of the intellectual 
mind. In other words, human conduct must not only be determined 
by feeling but it must also be guided by thinking. The moral is simply 
to “look before you leap”, or think before you act. The only solution 
is to restrain, at least partly, impulsive behaviour. This is not easy 
in fact, it is extraordinarily difficult. Sometimes the emotions spur us 
on so strongly and so rapidly that they do not give us time to think, 
and the feeling which often prompts the act is not accessible to con- 
scious analysis. Nevertheless, effort formis habit. Honest striving 
will eventually make us, at least in some degree, the masters of what 
we do, instead of the slaves of unadulterated emotion. If every in- 
dividual could succeed in modifying behaviour by thought in a pro- 


T32 FUNDAMENTALS OF PSYCHIATRY 


portion of twenty-five per centum, human progress and happiness would 
be immeasurably enhanced and human misery notably lessened.”* 


THE EMOTIONS IN PSYCHIATRY 


We have enough information about the human emotions to permit 
us to state a few principles which have psychiatric application. 

1. Emotional reactions, even when they are so slight that they 
merely constitute feeling tones, always have a definite physical expres- 
sion pattern, the somatic part of the emotion. 

2. The physical emotional expression tends to continue the emotion 
and, if the emotion is strongly moving or “sthenic”, as, for instance, 
rage, then the emotion is intensified, its somatic pattern in turn becomes 
more marked and there is set into revolution a vicious somato-psychic 
circle which continues until the mechanism has run down. 

3. Mentally, human beings seem to withstand strong emotional 
shocks relatively well, but they are mentally vulnerable to less drastic 
but long-enduring emotional drains. 

The human psyche is not an area of harmony. It is a veritable 
battleground of conflicting drives and trends. Basically, these are 
derived from the respective claims of the dynamic instincts, like Self 
Preservation, Sex, and the “Herd” or socializing motif, Usually, their 
respective demands are in conflict with each other and often they are 
irreconcilable. The friction of emotional conflict cannot be continued 
over-long. It cannot remain in statu quo. 

In a finely adjusted piece of machinery, grinding between its 
running parts would soon rack the machine to pieces. So, too, in the 
infinitely more delicate human personality, the friction of emotional 
cross-purposes must be relieved or compromised, even if the compromise 
is a pathologic one. So, unconsciously, did a probationer nurse 
develop a hysterical palsy of the right arm when ordered to scrub a 
bloody operating room floor; so, too, did numerous “shell-shocked” 
soldiers in World War I suffer hysterical loss of sight or hearing or smell} 
as a protection against the horrible sights and sounds of the battlefield 


or the revolting odours of bodies of soldiers unavoidably left unburied 
for many days. 


* Quoted from Discovering Oursel: es, by Edw: p 1 
The Macmillan Company, Publishers, Ge E a A 


t+ These and many other functional protective s i 

S t p ymptoms represented pathologic 
compromises of the conflict between the insistence of the instinct. of self-preservation 
and the opposing claims arising from the ideals of military behaviour and service. 
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In civil life, also, there are numerous anxiety and neurasthenic 
syndromes perhaps, gastro-intestinal (headache, backache, vertigo, 
nausea, vomiting, etc.) mayhap, being again a pathologic solution of an 
emotional conflict, as in a married woman, the conflict between fear 
and revulsion towards the sexual act and her sense of duty towards her 
husband and her love for her children. 

The basic patterns of emotional conflicts are endlessly repeated. 
They are woven of disappointments, rejections, and deprivations in the 
love life; marital difficulties; family disgrace; failure to fulfil personal 
ambitions; shaming belittlements and inferiorities and economic 
reverses. These, and many other life situations, tend to evenwuate 
In anxiety which, when long continued, takes a heavy toll of the mental 
resistance and often disrupts the personality. 


THE COMPLEXITY OF ETIOLOGIG FACTORS 


Psychiatry discourages too literal an interpretation of “causes”, 
as though their identification constitutes a fait accompli as far as this 
or that psychosis or psychoneurosis is concerned. Knowledge of 
etiology can never be as complete as such a literal interpretation would 
suggest. For instance, lues is indubitably the cause of paresis. On 
the other hand, lues does not explain the wide diversity of clinical 
Psychotic reactions presenting in paretic patients. Neither does it 
make clear why only a relatively small percentage of human beings 
who become infected by lues subsequently develop paresis. In 
both internal medicine and psychiatry, the etiologic doors must be left 
wide open. Perhaps this is best accomplished by viewing the “facts” 
of etiology in a broad and even philosophical perspective.  ; 

_ In teaching, I have utilized the following hypothesis: at birth each 
individual is provided with a zone of defence against the development 
of mental disease. The amount or thickness of this zone of resistance 
varies by reason of the assets and liabilities derived from inheritance. 
From the instant of birth the amount of resistance against mental illness 


is never static, Its amount constantly changes, increases or decreases, 
ic and emotional, and the 


according to the experiences in life, somat 
reaction of the total personality to these experiences. Should these 
experiences be very severe Or should destructive happenings follow 
each other in close sequence, then there is grave danger that the wall of 
resistance may become perilously weak, so that a trivial untoward 


circumstance may seem to precipitate a major or minor psychosis. 
B 
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Classification of Mental Diseases 
IMPORTANCE OF CLASSIFICATION 


Two of the outstanding events in the evolutionary history of man 
were the acquisition of mentation, or thinking, and an even more 
momentous occasion when thinking became articulate and human 
beings, in primitive fashion, were able to converse with each other for 
the first time. At that instant when our primitive ancestors were able 
to name things to each other, there was sounded the death-knell of the 
mammoth, the sabre-toothed tiger and the other prehistoric monsters 
who roamed the surface of the earth or swam in the seas and threatened 
the extinction of man. Once able to name their enemies to each other 
around the council fires, primitive men could plan to protect themselves, 
and there appeared on the wall the handwriting which forecast the 
supremacy of man. 

“Naming”, nosology, or classification is the basis of all science, 
indeed of all human knowledge. Without classification, knowledge 
would remain sterile. It could not be increased. Without an index 
by name of the items of hard-won information there would not be a 
starting point for further investigation. 

In_a scientific discipline such as psychiatry, any addition to a 
rational classification represents much hard work and effort. There- 
fore, a name given to a psychosis or a psychoneurosis is not merely an 
inanimate word: “Names are things, they certainly are influences— 
impressions are left and opinions are shaped by them.” 

Of necessity, in medicine and psychiatry alike, nosology must be 
inexact and incomplete. In psychiatry, while the body of information 
is considerable, still it is uneven, For instance, we are very exactly 
informed about paresis—its etiology, gross and microscopic pathology, 
symptoms, diagnosis, and treatment, Comparatively we know much 


less about schizophrenia. Yet both psychoses must be included in any 
classification. 


ORGANIC, TOXIC, OR FUNCTIONAL 


Perhaps the simpler the classification, the more Practical it is. 
It is suggested that after a patient with mental or psychoneurotic 
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symptoms has been studied as thoroughly as possible, the physician 
put to himself these three questions: Is the condition organic? Is it 
toxic? Is it functional? 

__ 1. An organic psychosis is one in which the major etiologic factor 
is structural pathology of brain tissues and vessels. Paresis and senile 
psychoses are outstanding examples. 

2. A toxic psychosis is one in which the determining toxicity is 
due either to exogenous or endogenous intoxication. There are many 
examples in each group, for instance, the alcoholic psychoses and the 
delirium of pneumonia or the mental symptoms of pellagra. 

3. A functional psychosis or psychoneurosis is one in which a 
sufficient amount of pathology or toxicity to explain the reaction cannot 
be discovered. The best examples are to be found among the psy- 
choneuroses: hysteria; anxiety and neurasthenic syndromes; obsessive 
and compulsive reactions. : f : : 

This simple division into Organic, Toxic, and Functional constitutes 
a helpful and workable classification. It restricts the number of 
etiologic and diagnostic choices and furnishes valuable guides to treat- 
ment. 

In practice the distinction between organic, toxic and functional 
must not be too rigid. Organic symptoms may appear in the toxic 
psychoses and vice versa. So, too, may there be an underlying layer 
of either organic or toxic causative factors in the functional reactions. 
_ In one sense, the designation “functional” is a confession of 
incomplete information. Unquestionably some of the reactions that 
are now regarded as functional in the light of future investigations and 
More refined techniques of examination will be revealed, at least 
partially, as organic or toxic reactions. However, “functional” in the 
Sense of disordered somatic function, not structurally determined, and 
the more narrowly “psychic”? phenomena, as in obsessive and com- 
pulsive reactions, will always occupy 2 large area in psychiatry. | 
} While the very brief classification of organic, toxic, and functional 
is quite helpful in correctly shaping etiologic, diagnostic, and thera- 
peutic thinking, yet, of course, classification must go beyond this start- 
Ing point. 

_ A long time ago someone wrote: “To define true madness, what 
is it but to be nothing else but ma > This would scarcely be true in 
this modern day of psychiatry. There are many different forms of 
mental diseases, varying markedly in their causation and in their clini- 
cal expressions and calling for decidedly different types of treatment. 
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In the following classification scheme an effort is made to include 
some salient aspects of the various conditions: 


THE SOURCES OF PSYCHOSES 


1. Traumatic Psychoses. Psychoses actually due to head 
trauma are rare, even in war. Mental and nervous disorders following 
head injury may be revealed as traumatic delirium, an acute or 
protracted delirium; traumatic constitution, involving such symptoms 
as headache, fatigability, irritability, emotional instability, and some- 
times severe and serious dispositional changes;. and hysteroid, 
paranoid, and epileptoid phenomena may occur. Traumatic 
dementia* if it ensues may be very profound and may be accom- 
panied by asphasia and epilepsy. Traumatic neuroses might 
justifiably be classed under the psychoneuroses and neuroses. They 
are included here, since, unlike many of the other neuroses, they have in 
common the element of trauma. It is an unsatisfactory grouping and 
the relationship between the symptoms and the trauma is a constant 
topic of legal dispute. Expert testimony is enlisted on one side and 
the other and, generally speaking, the record does not adorn psychiatry. 

One of the major difficulties is the wide range of trauma, from 
serious to trivial, from a compression vertebral fracture due to the 
impact of a huge lump of coal in a mine accident to a brush burn or a 
“muscle twist” in a traffic accident. The functional symptoms are 
by no means in proportion to the gravity of the trauma and, frequently 
in the wake of insignificant injuries, the train of symptoms is longer 
and they are seemingly more severe than those following very severe 
injuries. Furthermore, the scale of what might be called conscious 
Participation in the symptoms is very wide. At one end, there is no 
question as to the unconscious nature of the mechanism which brought 
the symptoms into existence.. Farther down the scale one begins to 
Suspect conscious participation perhaps, stimulated by unscrupulous 
legal advisers and perhaps medical coaching and advice. At the lower 
end of the scale there is obvious malingering. 

It has been mentioned that the severity of behaviour disorders 
following head trauma in children is second only to those of encephalitis. 
There may be lying, Stealing, starting fires, sexual assaults, homicidal 

* Here and elsewhere 


and else > in this book dementia is used in the sense of a permanent loss 
or severe diminution of important mental functions, 
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attacks, etc. Treatment involves a long period of persistent and im- 
personal re-education usually in a setting detached from the home 
environment. (See page 74). 

2. Senile Psychoses. Here is a large and important group of 
Psychoses in which the major segment of the symptomatology is con- 
ditioned by senile pathologic brain alterations involving volume, cells, 
reduced blood supply due to arteriosclerosis with consequent destruc- 
tion of brain areas which have extremely important mental funetions, 
and the presence of dark-staining fibrillar-like bundles called “senile 
plaques” which are said to occur only in man. 

The cardinal symptom of the senile psychoses is the rapidly pro- 
gressive failure of recent memory, sometimes dropping to the nadir 
of complete abolition. Early, and during part of the course of these 
Psychoses, the recent memory failure is in striking contrast to the 
relatively good retention of remote memory, SO that the patient may 
give an amazingly accurate account of childhood happenings, and yet 
in five minutes forget that he has had his dinner. Influenced, in large 
Measure, by the intrusion of the pre-psychotic personality into the 
Psychosis, there are various types of senile psychoses: simple 
dementia, delirious and confused types; depressed and agitated 
types; paranoid types, and presbyophrenia. Minute clinical 
distinctions are not highly important. : 

Deep and irreplaceable mental loss may occur in i 
dementias (Alzheimer’s disease, Pick’s disease, and others), quite 
early in life, at forty or even earlier. The microscopic pathology, and 
Sometimes even Röntgen-ray findings are distinctive. 

3. Psychoses with Cerebral Arteriosclerosis. Unless the psy- 
chotic symptoms occur at an age span earlier than senility, then the 
clinical distinction from the senile psychoses may be difficult during 
life. The usual considerable margin of error will be much reduced if 
the clinician is chary of making a diagnosis of psychosis with cerebral 
arteriosclerosis unless there are general (headache, vertigo, fainting, 
etc.) and focal (transient aphasias, pareses, sensory disturbances, etc.) 
Symptoms of brain damage. 

4. Paresis. More authentic information has been amassed con- 
cerning paresis than any other psychosis. The serology alone is 
So diagnostically decisive that in an untreated case the diagnosis 
may be made in the laboratory without seeing the patient. In addition, 
the neurology of paresis is often very helpful. The psychotic segment 
Outline, while prominent, is the least clear diagnostic feature of the 


the pre-senile 
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clinical picture, and may be quite misleading. According to the 
placing of the clinical emphasis, the psychotic expression has led to the 
recognition of the following clinical types of paresis: expansive or 
grandiose, depressive, manic or agitated, and dementing. k 

5. Psychoses Due to Cerebral Lues of All Types, Hunting- 
ton’s Chorea, Brain Tumor, and Other Brain and Nervous 
Diseases. For all of these there is a wealth of mental symptoms 
which are comparatively non-specific in character and, all in all, they 
are much less distinguishing than the physical, neurologic, and 
laboratory findings. 

6. Alcoholic Psychoses. The history of alcohol, which is always 
a narcotic, is coextensive with the history of the human race. Its 
persistence in the social scheme is explained by the fact that it has the 
quality of softly and rosily blurring, and even erasing, the hard outlines 
of the unsatisfactory, grim and forbidding realities of everyday life. 

In excessive amounts alcohol is an exogenous poison very des- 
tructive to the body, including the brain, and to the personality. 

A number of well-defined clinical entities* may be recognized: 
Pathologic Intoxication, Delirium Tremens ; Acute and Chronic 
Alcoholic Hallucinosis; Alcoholic Korsakoff’s Syndrome; Alco- 
holic Acute and Chronic Paranoid Types; Alcoholic Dementia. 

7. Psychoses Due to Exogenous, Industrial and Other 
Poisons and to Drugs. This group has been much increased by 
the expansion of industries which are basically chemical resulting 
from technical achievements; by the speeding up of the increasing 
war industries and by the identification of the toxicity ofmany so-called 
“harmless” drugs and proprietary substances. 

In these exogenous psychoses the clinical pattern particularly 
involves disturbances of consciousness. 

8. Psychoses with Pellagra. These are separately classified 
partly because of geographical distribution but chiefly because they 
stand out as psychotic reactions on the basis of vitamin deprivation. 
Brilliant achievements in the field of ‘vitamin chemistry and in the 
ensuing therapies have practically abolished the four diagnostic Ds 
(diarrhoea, dermatitis, dementia, and death) of little more than a decade 
ago 


9. Psychoses with Somatic Disease. Here, from the stand- 


* Scientific investigations, particularl 
that selective vitamin deprivations are fi 
provides the favourable setting for th 
syndrome, etc, 


y in the field of the vitamins, tend to show 
‘undamentally significant, but alcoholism often 
e occurrence of delirium tremens, Korsakofi’s 
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point of psychoses, is the common meeting place of internal medicine 
and psychiatry, just as psychosomatic medicine is the meeting place 
as far as functional illness is concerned. 

As in the psychoses of exogenous derivation, the clinical pattern 
presents varying degrees of disturbances of consciousness. In addition, 
there are the distinctive clinical markings of the somatic disease which is 
present. 

10. Manic-depressive Psychoses. In spite of the progress 
which has been made in identifying hereditary and constitutional 
factors, it seems advisable to defer removing manic-depressive from 
the functional/group. 

Perhaps the clinical syndromes may be more readily understood 
by considering the effect of the psychosis upon the functions of emotional 
expression, ideational, and motor activity. These functions in the 
manic phases are, or seem to be, increased in activity far beyond the 
normal range with a rapidly shifting, mercurial emotional state, 
seemingly at the mercy of external and internal stimuli; the ideational 
activity and its vocal accompaniment is likewise uncontrolled with 
distractibility and “flight of ideas”; motor activity is unrestrained and 
readily goes over into violence and destructiveness. Conversely, in the 
depressive phases, usually occurring in the same patient, there is apt 
to be a dead level of emotional depression, often with self-blame and 
suicidal trends. There is present ideational and vocal retardation 
Sometimes to the point of mutism, and motor retardation which may 
amount to stupor. Be ea 

_ Manic-depressive psychosis is sometimes spoken of as benign”, 
since the patient is likely to “recover” from each episode or cycle: 
However, there is a decided tendency to recurrence and in “malignant 
manic-depressive there is practically no cessation of symptoms, one 
Phase following the other, with little or no quiescent intervals ( cir- 
cular insanity”). Practically, there are as many levels of severity of 
both phases as there are patients who have the psychosis. r 

11. Involutional Melancholia. If there have not been previous 
attacks of manic-depressive, if the psychosis occurs within the range of 
the climacterid span, and if it shows the clinical expression of involu- 
tional melancholia (depression; poverty of ideas, although occasionally 
there is a rich delusional content), replacing of the retardation of the 
Usual depressive phase of manic-depressive by marked motor agitation, 
then, probably, it is true involutional melancholia and close kin to manic: 


pressive psychosis. 
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There is a large and heterogeneous collection of psychoses, falling 
within a very lengthy climacteric, which have been described as clinical 
entitics. Probably this classification effort has served to confuse rather 
than clarify psychiatric knowledge. 

Usually falling within the time limits of the climacteric and beyond, 
so-called Reactive Depressions deserve consideration. Often the 
depression is very severe, with self-blame and suicidal trends, but the 
constitutional and recurrent tendency of true manic-depressive is 
lacking. Even more important is the fact that in the mind of the 
patient there is a clear cause-and-effect connection between the serious 
environmental vicissitudes which he has experienced and the depression 
from which he is suffering. A patient of mine, an Italian labourer 
in the late fifties, who had always worked hard and lived a decent, 
honest life, became deeply depressed and suicidal. Within the month 
before the onset of the depression, he was “laid off ?; his wife, to whom 
he was devoted, was discovered to have an inoperable malignancy; 
his only son, of whom both he and his wife were very proud, was 
arrested for burglary, convicted, and sentenced to ten years’ imprison- 
ment. The poor chap when questioned always asserted that his 
“sadness” (the depression) and his “sin” (a suicidal attempt) were 
due to the blows he had received from fate. 

12. Schizophrenia. Inmany ways, manic-depressive is an under- 
standable reaction. “True enough, in the manic phase, the patient 
pushes everything out of his path as though it were dirt, talks far too 
much and hurls himself against the environment, regardless of every- 
thing and everybody, yet many human beings within the limits of 
normal behaviour have, at some time in their lives, in miniature, be- 
haved in much the same way. In the depressive phase, there is its 
kinship to normal grief. 

In contrast, the behaviour in schizo 
Not easy to understand. «T 
from the usual ways of life, 


phrenia is bizarre, strange, and 
he patient seems to be remote and detached 
He has sealed himself in the citadel of his 
delusional fantasies. As we rate emotional reaction and displays, the 
emotional life of the schizophrenic patient is strikingly inadequate 
and, indeed, contradictory. Often, ap 
thoughts in mind (“all the family dying”, “being slowly boiled to 
death”), the external emotional expression consists of silly simpering. 
Schizophrenia has the highest incidence of all the psychoses. 
Certain clincal varieties are described. These sub-divisions are a 
remnant of that era in psychiatry when there was a passion for hair- 


parently with sad and frightening | 
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splitting classification. However, the four groups remaining, Simple, 
Hebephrenic, Katatonic, and Paranoid have a certain amount of 
clinical usefulness. 

13. Paranoia. Paranoia is so rare that in a lifetime of practice 
a psychiatrist may not hope to see more than a dozen instances. It 
consists of the exceedingly gradual and furtive development of delusions 
of persecution. While, of course, the delusional conclusion is errone- 
ous, yet the premises upon which the delusion rests are carefully inter- 
locked and, in themselves, quite logical. 

Paranoip Conpitioens bear a resemblance to true paranoia, but, 
as the mental symptoms continue, they fail to meet the requirements 
of true paranoia, usually because of some clinical evidence of halluci- 
nosis or of deterioration. True paranoiacs never hallucinate; neither 
do their mental powers become disorganized. s 

One must not be misled by the adjective “paranoid”. It is used to 
describe any persecutory idea no matter how fleeting it might be (as in 
delirium or acute mania), or even to indicate attitudes of suspicion or 
merely distrust. This’may appear in personalities not definitely 
Psychotic. y 

14. Epileptic Psychoses. This diagnosis should be restricted 
to definite mental symptoms occurring in patients who have a history 
of convulsive seizures of the epileptic grand mal or petit mal types or, as 
18 common, both types. f 

The diagnostic study should seek to be exclusive in order to prevent 
the inclusion of convulsions of reflex and irritative character; convulsions 

ue to exogenous intoxication as in alcoholism; convulsions of en- 
dogenous toxic origin as in uremia; convulsions occurring in certain 
Psychoses, as in paresis; convulsions due to intracranial pathology, such 
as brain tumour, either from general pressure or focal pressure as in a 
motor area; and convulsive seizures of functional disease as in hysteria 
Which occasionally are very deceptive, etc. 2 eR y 
Psychiatry is interested in the personality of the epileptic and in 
€ various “equivalents” of the convulsion: Epileptic dream or 
twilight states; Delirious confusion with hallucinations and 
Somatic delusions; Transitory states of-depression and excite- 
Ment; Paranoid states; Epileptic furor; Epileptic fugue states 
and Epileptic dementia. 
5. Psychoneuroses and Neuroses. Here is the main functional 
territory of psychiatry. While these reactions are not accessible to 
Statistical accounting, yet it is clear that the problem has enormous 
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proportions. Some authorities regard the psychoneuroses as the most 
serious disease threat of modern civilization. 

Various classifications of psychoneuroses have been advanced. 
The less complicated the classification the better. The following has 
the virtue of simplicity: Conversion Hysteria, Neurasthenic and 
Anxiety Reactions, Obsessive-compulsive Reactions. 

16. Psychoses with Psychopathic Personality. Constitutional 
psychopathic personality, in my opinion, is a defect rather than a 
pathologic alteration. The defect is as concrete as that of the fecble- 
minded person. It does not involve the intelligence, per se, and 
psychopathic inferiors are likely to have average intelligence and many 
have I.Q.s above the average, sometimes amounting to genius. The 
defect is much more serious and involves emotional stability, moral 
and ethical judgment, and includes, as in the mental defective, the in- 
ability to profit by experience. 

Constitutional psychopathic inferiors may manifest illy-defined 
episodes of mental symptoms, or there may be comparatively well- 
sustained psychotic reactions like manic-depressive or schizophrenic 
psychoses. 

17. Psychoses with Mental Defect. Mental defectives, idiots, 
imbeciles, and morons, manifest the limitations imposed by rigidly 
limited intelligence. Fairly frequently they exhibit psychotic reactions, 
usually abortive episodes, perhaps hallucinatory, but also on a more 
simple pattern than in those who are intellectually normal, fairly well- 
defined manic-depressive and schizophrenic reactions may occur. 

18. Undiagnozed Psychoses. A well-known Professor of 
Medicine at the end of each year gave a clinic on “Damfino Disease”. 
In this clinic he demonstrated a group of patients with motley arrays 
of symptoms, the diagnostic significance of which he had not been able 
to penetrate. 

In psychiatry, if the study of the patient has been painstaking and 
reasonably skilful and the diagnostic answer has not been found, it is 
not a confession of failure to place it under the undiagnozed psychoses. 
It would be unscientific psychiatry to trim a square peg of ment 
Symptoms until it could be forced into a round diagnostic hole. By 
leaving the Psychosis undiagnozed, the way is left open for further 
accumulations of information and for better understanding. 
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4 
Methods of Examination and Symptoms 


PURPOSE AND SCOPE OF THE EXAMINATION 


It is not too elementary to inquire, “What is the purpose of a psy- 
chiatric examination?” The obvious answer, “To determine the con- 
dition of the mind”, would be wrong. The purpose of a psychiatric 
examination is to determine the condition of the individual who is 
being examined, body and mind together, for they are one and 
inseparable. 

_ To neglect either aspect of the examination would be to court 
disaster. If, let us say, the psychiatrist examined only the “minds” of 
patients who were suffering from brain tumor or paresis, it would take 
a long time to arrive at an opinion and there is more than an even 
chance that the correct diagnosis would never be reached. On the 
other hand, if the examination followed the teachings of psychiatry, 
€xamining all of the man and not merely a dissociated part of him, it 
l would not be long before the neurologic survey, the study of the eye- 

grounds, the Röntgen-ray studies, the electroencephalogram, the 
examination of the blood and the spinal fluid, etc., discovered that the 
patients who were being examined have, one, a brain tumor, the other, 
paresis. Conversely, a patient may be in a stupor. Exhaustive 
Physical examinations and laboratory tests may fail to find sufficient 
Teasons for the stupor, or the somewhat lame and vague conclusion may 
be “toxic”, If, however, there has been a thorough psychiatric 
examination then the evidence of a benign, psychiatric stupor will be 
uncovered, ; aes 

A psychiatric examination, like any other examination, begins 
‘Properly with the taking of the history. As is the case in many other 
fields of medicine, psychiatry does not have enough instruments of 
Precision for it to be safe to take many short-cuts in the task of obtain- 
ing the history. In itself, the taking of an accurate history may reveal 
diagnostic short-cuts. For instance, the record of long-continued 
intravenous medication might suggest lues earlier in life and indicate 
that the psychosis under scrutiny might conceivably be paresis. So, 
too, might a clue to paresis be furnished by a history of repeated 
miscarriages, A history of alcohol addiction brings up the thought 
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of an alcoholic psychosis. A history of frequent “blank” spells for 
which the patient is amnesic brings into the focus of consideration 
epilepsy and epileptic psychosis. A history of abruptly appearing, 
and as quickly disappearing, palsies, anaesthesias, blindness, deafness, 
aphonia, etc., may point the way to hysteria. Innumerable examples 
of valuable information by benefit of history could be given. 


THE PARTS OF THE EXAMINATION 


It will not be necessary to give the details of a psychiatric history. 
It is much the same as in any field of medicine and has the customary 
sub-divisions: 


CHIEF Compan. 
PRESENT ILLNESS. 
Past History. 
Famity History. 


The particular character of mental symptoms makes it helpful to 


discuss and emphasize a few aspects of the history which are significant 
in psychiatry. 


The Chief Complaint 


The chief complaint is apt to be misl 
expect to find as direct a relations 
medicine when, for instance, the complaint of lancinating abdominal 
pain may be strongly Suggestive of an appendiceal abscess, A mental 
patient may not have any complaints—“everything is fine”—and this 
might signify that the patient feels that his plans to kill his “per- 
secutors” are proceeding nicely. The presenting symptom may be a 
headache, nausea, vomiting, vertigo or what not, and these symptoms 


may be the physical representation and expression ofa hopeless marital 
problem. 


A psychiatric histor 
but also from the famil 
information. 


leading and one can scarcely 
hip with the illness as in internal 


y should be taken not only from the patient 
y and others who can often contribute important 


History of the Present Illness 


From several reliable sources there 


: should be obtained a careful 
chronological account of the illness and 


the order of the appearance of 
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the symptoms and their nature. It is important to scrutinize closely 
the onset. Usually an abrupt, stormy onset is more favourable prog- 
nostically than a gradual withdrawal from reality. The setting in 
which the onset occurred should be historically reproduced. Coincidental 
happenings just before the mental symptoms appeared sometimes are 
carried over into the psychosis and may impart to it a malignant aspect 
which need not render the prognosis unfavourable if the basic psychosis 
or psychoneurosis is promising in its outlook. , 


Past History 


With the established fact of the essential unity of man in mind, the 
past history develops into a narrative account of the life experiences, 
Some of them largely somatic, like infections and other diseases or 
traumata, others chiefly emotional, disappointments, thwartings, 
deprivations, etc.; the totality of the individual’s reactions to the 

Psychosomatic” onslaughts and liabilities of life. 

_ As the result of the constant interaction between the individual and 
his environment there is developed something called personality. 
Pı ersonality cannot be exactly defined, but it is the most important 
consideration in psychiatry and, possibly, in all human affairs. In 
One sense, personality at any given cross-section of any person’s life 
is the composite but exact record of everything that has happened in 
the life of that person and the individual’s reaction to a great number 
of occurrences. Indeed, human personality is more than this, for the 
foundation layer of the structure of personality is derived from inherit- 
ance. Upon this layer, at first, during childhood, rapidly, and then, as 
the number of years increases, more slowly, there are added innumer- 
able layers consisting of physical characteristics (habitus) ; intelligence; 
€motional traits, helpful and harmful, including enthusiasms in con- 
Structive directions, but also bias, prejudices and intolerances; habits; 
Interests, hobbies, drives and tendencies; energy; vocational and avoca- 
tional pursuits; social adaptabilities, and many other things. 

It is obvious that personality is the most powerful driving force in 
the motivation of human behaviour. It has somatic and emotional 
elements which are closely entwined. Many years ago the French 
clinicians undertook the task of studying man as to his physical habitus 
and skilfully delineated the “habitus apoplecticus”. Stimulated by 
such contributions, thoughtful modern clinicians are engaged in the 
€normous labour of studying man in the markings of his physique with 
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the objective of attempting to determine the relationships between 
physical build and measurements and vulnerability to various disease 
processes. s 

Psychiatry was not slow to act on this hint. It studied its patients 
intensely and was able to correlate physical characteristics with 
accompanying dispositional traits. Among the several types emerging 
from these studies, two are outstandingly significant for psychiatry; 
the pyknic and the leptic. The pyknic is well-muscled, comparatively 
short in stature, somewhat short and thick-necked, large in the thoracic, 
abdominal, and other girths and, in general, has adequate cardio- 
vascular apparatus and is dynamic in the activating endocrine glands, 
notably the thyroid and pituitary. The leptic is somewhat “asthenic”, 
more or less suggestive of the “tubercular” make-up. The leptic 
tends to be a “long fellow”; prominent in his longitudinal measure- 
ments; poorly muscled; deficient in rotundity and girths; usually 
long- and thin-necked and, all in all, somewhat spindly. The heart 
is apt to be relatively small: the cardio-vascular apparatus not too 
adequate and the energizing glands of internal secretion not strong in 
their functioning. 

Roughly.at least, there are corresponding traits of personality and 
disposition. Pyknics tend to be “extroverts’’, predominantly “out- 
going” people. The extrovert is the social, active, energeticman. He 
does not spend too much time in reflection and is eager to translate 
thought into action. He enjoys the companionship of his fellow men 
and has strong social proclivities. He is the “hail fellow well met” 
and “the life of the party”. Usually, he is a fluent conversationalist. 
His emotional reactions are strong and momentarily moving but not 
very deep. It must not be inferred that he is not a useful and valuable 
member of society. He is. He gets things done. Among other 
things he may be the high-pressure type of executive. 

The leptic type, diametrically opposed to the pyknic in personality 
as well as physically, tend to be “introverted”, predominantly ‘“‘in- 
growing” people. The introvert is the relatively unsociable, inactive 
man. He spends a great deal of time in thinking things over. He 


spicuousness. His immed 
but he may react very s 
release of an accumulatio 
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important for society. His vision is long-ranged. He may plan 
wisely for the future and among the benefactors of humanity’ are 
included many introverts. 

All this represents much more than ‘an intellectual exercise. It 
has very practical import. Among other things, if they should break 
mentally, extroverts are particularly liable to succumb to manic- 
depressive psychosis; introverts to schizophrenia. ‘Thus, the respective 
psychoses perpetuate personality traits which, in themselves, are not 
abnormal. 

However, when an unknown quantity is added to marked extro- 
verted or introverted personalities, psychoses result. In a general 
way, psychoses represent escapes from reality. In the accomplishment 
of this objective, the characteristics of personality stand out in bold 
relief. In manic-depressive psychoses, the predominant psychosis of 
the extrovert, the patient gives the impression of attempting to anni- 
hilate reality, by charging aggressively against the environment, push- 
ing everything out of his path, as though only fe were important. 
The depressive phases, too, are not remote from the realities of life, 
but are pathologic magnifications of normal sorrow, grief, and in- 
feriority feelings which are so common in the environment. r 

In schizophrenia, the psychosis of the introvert, the technique 
used by the patient in escaping reality is entirely different. It is a 
retreat, He gradually withdraws more and more from the claims of 
reality, ignoring them and eventually substituting for them a world of 
fantasy of his own making. If the environment seeks to intercept the 
Tetreat of the patient, he unconsciously utilizes the symptoms of 
Schizophrenia, to defend his pathologic “privacy”. If pressed too 
hard, he may retire into a katatonic stupor, in which he retains fixed 
(cataleptic) attitudes and is impervious to stimuli, even to the pain of 
the stab of a needle. x 4 $ 

The personality is so dominant that it intrudes itself into the psy- 
chosis and its markings may be traced in the clinical outlines of even 
the organic and deteriorating reactions, such as paresis or senile 
dementia. In this statement is contained an important clinical lesson 
which must never be forgotten. Practically, it means that not only 
the psychosis but, also, the individual having the psychosis must be 
Considered. In each psychosis a certain segment of the clinical picture 
is due to the underlying pathology ; organic, toxic, or functional. The 
Clinical colouring of remaining segments is conditioned by the previous 
Personality of the patient. For instance, in senile psychoses, the gross 
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failure of recent memory and other defect symptoms are derived from 
the structural brain pathology, but the different types of clinical 
expression, such as depressed or paranoid, are more influenced by the 
previously existing personality traits. 

In discussing the composition of the human personality, sex has 
not been mentioned. In psychiatry, sex is so important and its 
implications so far-reaching, that it deserves particular mention and 
emphasis. Therefore, it is always a significant part of the history. 

Someone once said to me, “Why is sex so important? It isa natural 
function and there should not be any trouble about it. Pigs have a 
sex life and are not upset by it.” The answer is obvious—‘Human 
beings are not pigs.” 

In the course of human evolution, sex has had a long arid chequered 
career. While, no doubt, in primitive man it was “more natural” 
as it probably is among savages today, yet, very early, taboos were 
added. Modern civilization and culture have imposed many layers 
of veneering upon sexual life, chiefly due to the unavoidable defer- 
ments of complete sexual satisfactions, involving children, home- 
building, etc. Also, there is a large factor of sexual psychopathology. 
Here are only a few of the many reasons why the history of the sexual 
life must be reasonably complete. Its importance and clinical value 
is obvious from the very large sexual clinical segments present in all 
the psychoses, organic, toxic, and functional, and all the psychoneu- 
roses. 

The history should include some information as to the first conscious 
awareness of sex and, if possible, how and when it was encountered, 
and how much preparation there was for it; during childhood the 
attitude in the home environment regarding sexual information; 
evolution of sexual interest; sexual pace; physical factors including 
the menses, their inauguration and the preparation for their appear- 
ance; sexual fancies and fantasies; sexual dreams; auto-eroticism ; 
homosexuality and other deviations. The attitude towards marriage 
and the loosening of parental bonds and the viewpoint about children 
should be noted. The age at marriage and the age of the partner is 
Important, as also are attitudes towards pregnancies and con- 


traception and the physical and mental states during pregnancies, © 


child-bearing and during the puerperal period. These are only a 
_ few guides to the taking of the sexual history. 


METHODS OF EXAMINATION AND SYMPTOMS 49 
Family History 


There is some advantage in deferring the taking of the family his- 
tory until the rest of the history has been given. Families are intent 
upon the account of the present illness and, at first, are hesitant about 
revealing family skeletons. The family history should include an 
account of serious morbidities, somatic and psychic, in the direct and 
collateral ancestry and family. The psychiatrist is much interested 
in the occurrence of psychoses and psychoneuroses, suicide, mental 
defect, epilepsy, alcoholism, drug addictions, and many other condi- 
tions. Sometimes the family history is directly helpful, as, for instance, 
if the patient is a child and there is lues in the parentage (juvenile 
Paresis?), or when there is elicited a record of inheritable types of 
epilepsy and mental defects and, sometimes, manic-depressive psychoses. 


PHYSICAL STAGE OF THE PSYCHIATRIC 
EXAMINATION 


Tt is advisable to begin with a preliminary physical examination. 
t is an expected procedure and often during its performance con- 
Siderable information concerning the patient’s mental condition may be 
acquired, It is unnecessary to repeat the details ofa physical examina- 
‘tion, They are well known to all physicians. The physical survey 
should be inclusive enough to embrace the many somatic ramifications 
that may occur in psychiatric patients. There should be a thorough 
Seneral physical examination including the examination of the central 
and peripheral nerve systems and the endocrine apparatus. In 
addition to the usual clinical laboratory examinations of the urine and 
lood, many other laboratory tests are often indicated: Wassermann 
Study of the blood and, if needed, the spinal fluid, the basal meta- 
bolism, blood chemistry, Réntgenograms, electroencephalograms, and 
Cardiograms; tests for various exogenous toxic substances such as lead 
and bromides, tests for kidney and other organ capacities, etc. 
The physical examination may produce helpful diagnostic evi- 
dence: aortitis and other signs of lues or neurologic pupillary reactions 
- In paresis, the clear-cut neurologic picture of polyneuritis in Kor- 
sakoff’s syndrome; exophthalmos and a high basal metabolism in 
hyperthyroidism; a coarse, relatively infrequent brain-wave graph in 
epilepsy ; catalepsy in schizophrenia, and many other similar leads. 
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MENTAL STAGE OF THE PSYCHIATRIC 
EXAMINATION 


It is not at all difficult to make a mental examination, but the 
beginner will be helped by a few suggestions garnered from ope 

Having been warned in advance that the large area of possi a 
mental symptoms must be covered, the beginner may equip hima 
with a long list of questions and insist that the patient give categori i | 
answers to the questions. This is a mistake. A great many paticr n | 
are quite willing to talk. Let the patient tell his story. _ The mi 
satisfactory mental examination is contained in the patient s oH | 
spontaneous account. Later on itis easy enough to fill in the gaps PY 
tactful questioning. . k 

Possibly because they are somewhat nonplussed by a new exper! 
ence and, therefore, rather ill at ease, some students of psychiatry 
assume a stern and even judicial attitude towards the patient. 
friendly contact with patients, good rapport, is the favourable setting 
for satisfactory examination results. À 

Observe carefully. Frequently the more valuable impressions 
are gained by observation, without overmuch questioning. 


5 : . t 
Gauge the emotional life as accurately as possible. It is the mos! 
significant part of the examination. 
Sometimes students, 


phases of mental illness yield very frui 


Be ie aA: re 
» reflexes, pain stimuli, blood prea a 
nal data is so rich that it may 


In this machine age there 
upon instruments of precision. 
ness of clinical observation sh 
Good psychiatrists have always 


is a tendency to become too dependent 
It would be unfortunate if the sharp 
ould become dulled through disuse- 
been keen observers. 


METHODS OF EXAMINATION AND SYMPTOMS ŞI 


The mental examination may be divided under the following 
headings : 


I. GENERAL APPEARANCE AND BEHAVIOUR. 

2. STREAM or THOUGHT AND SPEECH ACTIVITY. 
3. CONTENT or THOUGHT AND PREOCCUPATIONS, 
4. Moop. (Emotions, Arrective REACTIONS.) 
5. SENsoRIUM AND INTELLECTUAL REACTIONS. 
6. Insicur. 

7. SPECIAL EXAMINATIONS. 


1. General Appearance and Behaviour 


It is amazing how much psychiatric information may be gained 
without asking questions but merely by looking at patients, not only 
casually with the physical eyes, but intently with the mind’s eyes. 

ere is a partial list of what may be learned: 

The general appearance of the patient; his clothing, whether it is 
neatly worn or disorderly; the hair, whether it is well-groomed or 
mussed ; the facial expressions; the speech; the attitude and posture ; 
the amount of motor activity, whether it is rapid or slow; purposeful, 
entailing close contacts with the environments or aimless and detached. 
In these considerations and others, there are more reliable criteria 
of the true emotional state than in any amount of verbal activity. 

Many special symptoms are available to observation: 

Negativism. An apparently automatic muscular resistiveness on 
the part of the patient to every motor manipulation made by the 
examiner. Often this is definitely manifested when the examiner pushes 
Up the eyelids and immediately encounters a strong downward pull. 

Mannerisms. Motor mannerisms are odd, repetitive and bizarre 

Ways of performing ordinary functions; for instance, facial grimacing 
or tapping toe and heel on the floor at every third step or even deeply 
Salaaming by bending the body into a half circle. 
_ Catalepsy. A muscle symptom in which the limbs may be placed 
nae awkward and difficult positions which may be maintained by the 
Patient for considerable periods of time, sometimes seemingly beyond 
the average limits of physiological endurance. When the catalepsy 
iS extreme, it is designated cerea flexibilitas, indicating that there is 
imparted to the examiner an impression that the limb is apparently 
made of wax. 
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Echopraxia. The motor parallel of echolalia. In echolalia the 
patient seemingly automatically imitates the remarks of the examiner; 
in echopraxia, he mimics his gestures. 

Stupors. Psychiatric stupors are rich veins for observational 
explorations. In “benign” stupors, the patient seems to be in a 
state of suspended animation, apparently without emotion, thought, 
or feeling. In “katatonic” stupors there may be very little reaction 
even to severe stimuli. The stupor may be “resistive”, in which 
muscle resistance is marked, or it may contain a large element of 
suggestibility with catalepsy, cerea, and automatic obedience in which 
the patient cannot refrain, for instance, from protruding his tongue 
when told to do so even though he has been warned that a needle will 
be thrust through it. 

These are only a few of the symptoms which are available to the 
keen observer. 


2. Stream of Thought and Speech Activity 


Like the blood stream, the stream of thought flows without 
cessation. In waking life and in sleep, in its’ conscious, sub- 
conscious, and unconscious components there is unceasing mental 
activity. 

r In teaching, I have compared this section of the mental examina- 
tion with the general survey of the circulation in a physical examina- 
tion. Here one thinks in terms of gross disorders; for instance, its 
pressure, too much or too little, etc. So, too, in the stream of thought, 
we are first interested in marked disturbances. A fair comparison, 
also, may be made between the respective driving forces, for the Gir 
culation—the heart, for the stream of thought—the emotions. 

i Before estimating the abnormal in thought and its verbal expres- 
sion, it must be remembered that within the area of normality there is 
very wide latitude. For instance, normal fatigue lessens thought 
activity, decreases the richness of association of ideas and impedes 


facility of thought expression. Mood or emotion in normal as well as _ 


abnormal mental life acts as a thought accelerator or brake. In # 
nae blue spell the thoughts do not come quickly and easily: 

a er can they be fluently expressed nor turned readily into pleasant 
channels. On the other hand, when the individual feels particularly 
well and happy, his thoughts lubricated by his good emotional state 
flow easily and smoothly; they find without difficulty a wealth of 


——~ 
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associated ideas which are fluently expressed. Finally, the associations 
are pleasant and not melancholy. 

However, in actual mental disease, alteration in thought and speech 
are apt to be marked and sustained. For instance, in the manic phase 
of manic-depressive psychoses the rapidly shifting vane of the patient’s 
emotions place his thoughts at the mercy of every external and internal 
stimulus. He may start to think and speak about something (goal 
idea), but at once a chance sight or sound or a distracting inner thought 
turns thinking and speech in this direction or that. This continues, 
Jumping hither and yon, far afield from the original thought, never. 
reaching a completion. This is called distractibility. Sometimes 
the distractibility of thought reaches such an extreme degree that it 
may suggest a delirium. Then itis called flight of ideas. i 

In the contrasting phase of manic-depressive psychosis, acute 
depression, the thoughts become sluggish and are expressed with the 
Sreatest difficulty. This is retardation. As to volume of speech; 
‘Ast depression, there are very few words and usually replies are mono- 
syllabic. Obviously there is a dearth of associated ideas (poverty of 
thought). The stream of thought may become so impeded that it 
seems to stop altogether and the patient becomes mute. i 

There are many other thought and speech symptoms: the patient 
Ray, be repetitive and garrulous. This is often an early symptom of 
Senile psychoses and is seen typically in the traditional bore of clubs, 
who endlessly repeats the same stories. In various confused and 

€teriorated reactions, the disordered and minimized mental states 
are revealed by the rambling speech. In delirium there is incoherence. 
Na study of the speech, the thoughts may be irrelevant or they may be 
Scattered and dissociated, in which they lack external connections or 
appear as discrete islets in the stream of the thought. Neologisms 
May appear, particularly in schizophrenia. They are new un- 
recognizable words or phrases which have significance in the fantasy 
ife of the patient. 


3. Mental Content and Special Preoccupation 


Ina diagnostic examination, it is not sufficient to form a general 


idea of the circulation, its adequacy, pressure, etc. It is important to 
ok for abnormalities in the blood itself, in its colouring, in the 


number and pathology of the red and white cells, blood platelets, 
Ken toxic substances, perhaps even blood-stream infections. So, too, 
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in a mental examination, it is not enough to determine such things as 
the volume and rate of the flow of the stream of thought and speech. 
Here, too, will be found many abnormalities and distortions of thinking. 
In mental disease, there are frequently illusions, hallucinations, de- 
lusions, ideas of reference, obsessions, and compulsions. 

Illusions are sensory deceptions. They are not at all uncommon 
in everyday life. Frequently we mistake strangers for friends because 
ofsome casual resemblance. Atnight, alone in the house, or perhaps in 
a forest, there are ordinary sights and sounds which seem threatening, 
a prowling cat mistaken for burglars in the house; the limbs of a tree for 
a skeleton; the soft rustle of leaves for a beast of prey. It is important 
to understand that these sensory deceptions or illusions occur readily, 
because of a state of tense, emotional expectancy, which produced the 
necessary and favourable setting for misinterpretations of sensory 
evidence. This is a good time to learn the lesson, that in all the aspects 
of normal and abnormal mental life the emotions are dominant. 

In the psychoses, illusions have a wide distribution, appearing in 
practically every form of mental disease. In deliria, for instance, 
delirium tremens, the shape of the bedclothes may appear as vicious 
animals and snakes from which the patient cowers in abject terror. In 
many psychoses, notably schizophrenia, patients may hear slight 
noises in the radiator which are interpreted as the deriding and 
threatening voices of their enemies, or a shadow on the wall may be the 
Virgin—a sign from God ofan “important mission” in life. ‘Normal’ 
illusions can be corrected by the presentation of logical proof when the | 
patient is in a calm, emotional state. In the mentally sick, illusions 
are not corrected, and, no matter how overwhelming the proof, the 


patient is not convinced and, indeed, may scornfully or angrily reject 
the evidence. 


Hallucinations, like illusions, 


d may involve all the senses, sights 
hearing, touch, smell, taste, 


e ste, including also muscle-joint (position) an 
vibratory senses. The distinction between illusions and hallucinations 


is somewhat artificial. In illusions, it is clear enough that there isa 


starting point or sensory stimulus. The noise or the shadow or the odour 


can be heard, seen or smelled by those who are not mentally sick. The 
patient misinterprets and identifies “voices”, the Virgin, or a noxious 
vapour. It is assumed that in the hallucination there is no initia 
sensory stimulus. It is difficult to be certain that there has not 
been a sensory stimulus. For instance, the “feeling” of a patient 
that there is a rat in her stomach at first glance would seem to be 
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completely devoid of sensory stimulation. Yet it may well be that it 
is a misinterpretation of peristaltic sensations. 

Like illusions, again, hallucinations are widely distributed in 
Psychotic territory. In fact, with the exception of true paranoia, 
hallucinations may occur in every psychosis. They are extremely 
common in all toxic psychoses and schizophrenia; rarer in manic- 
depressive psychoses. 

_ Delusions. At first consideration, it would seem exceedingly 
simple to recognize delusions. If a patient pulls down a forelock of 
hair, puts his arm across his chest and states and believes that he is 
Napoleon Bonaparte, it is obviously a delusional belief. Nevertheless, 
in the “sane” world, there are maintained false opinions and beliefs 
almost equally gross. Many of them are held and vehemently defended 
by great numbers of people. For instance, even in the face of incontro- 
vertible proof to the contrary, including the demonstration of the 
bacilli and other organisms of disease, Christian Scientists insist that 
there is no discase—‘‘only error”. Sometimes, some physicians 
Subscribe to etiologies and therapies which are obviously erroneous. 
So, in human beings there are vast differences of opinion, in religion, 
i politics, the length of women’s skirts and, in fact, in anything and 
everything. Furthermore, both in erroneous beliefs accepted as non- 
delusional and in the delusions of mental disease, there may be seen 
the controlling hand of the emotions. Mistaken beliefs and delusions 
ate founded in bias, prejudices, and intolerances often inculcated 

uring childhood: “No man is happy without a delusion of some 

ind—delusions are as necessary to happiness as realities.” 

Many types of delusions ‘have been described: _ : 

SYSTEMATIZED or Frxep. In systematized delusions, the premises 
Of the delusion are logical and closely interlocked, one following an- 
Other in a well-sustained argument. The delusions are strikingly 
Systematized in true paranoia; moderately well systematized in well- 
‘veloped “Paranoid Conditions” and Alcholoic Paranoia, and, for a 
ime, fairly well systematized in the paranoid type of schizophrenia, 

NSYSTEMATIZED. Unsystematized delusions are usually transient 
and the premises of the delusional argument are very poorly con- 
nected. They may occur in practically all the psychoses. 

Granpioss. Grandiose delusions concern beliefs of enormous 
Personal physical and mental powers or vast possessions, or of being a 
pet Personage or deity or having a “divine” mission onsa than 

thousand strong men”; the “greatest of all inventors” ; the “richest 
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man who ever lived”, etc.). Grandiose delusions are en aa 
systematized and occur chiefly in paresis, the manic phase of mani 
depressive psychosis, and paranoid schizophrenia. ; k 

DEPRESSIVE AND SELF-ACCUSATORY. In these delusions 
motif is self-belittlement, shame, mental misery, and self-blame a 
that the patient may beg to have his sufferings ended by death or e 
to be publicly stoned or awaits in trembling fear and terror the ave 
expiation for the “unpardonable sin” by some horrible methoc a 
being slowly burned to death. These delusions are seen chiefly in A 
depressive phase of manic-depressive psychoses and involutiona 

ncholia. À 

a Persecutory delusions may be systematized : or 
unsystematized. The persecutor may be a single individual or P 
group or organization (the Catholic Church, the Masons, the Govora 
ment, etc.). Vague and fragmentary paranoid “delusions” may ps 
in any psychotic reaction. In the order of the thoroughness of sys 
tematization, persecutory or paranoid delusions are prominent 1 
paranoia, paranoid conditions, paranoid schizophrenia. : 

HYPOCHONDRIACAL AND SOMATIC. There is a wide range from 

vague complaints of hypochondriacal sensations to gross somatic 
delusions (“no stomach”, “brain made of sawdust”, “no insides, 
nothing but a hollow cavity”). These delusions are apt to be en- 
countered in involutional melancholia, the depressed phase of manic- 
depressive psychoses, paresis, schizophrenia, senile psychoses and in 
certain epileptic psychotic states, $ 

UnreALITY anp Nmiuistic. These delusions may involve edine 
of being “odd”, “strange”, “unreal”, or may deny the existence of sel 
or of everything. Perhaps these delusions are seen more frequently 
in the involutional group of psychoses, in the depressive reactions an 
in schizophrenia. 

This is only a partial list of delusional types. There are many more: 
The subject matter may involve anything upon, beneath, and above 
land and sea. Once I had a patient who begged not to be taken out- 
doors, since she was “a very small grain of dust” and would be blown 
away by even the gentlest breeze. Another patient was the f Gre 
Planetary Force” directing and controlling the revolution an 
activities of the earth and all the planets. 

Ideas of Reference are often a component of delusions of per- 
secution and sometimes, in depressions, they are symptoms in which 
the patient feels that even the most casual and chance incidents an! 
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happenings refer to him—a lifted eyebrow, “a look”, a shrugged 
shoulder, a cough, a smile, ordinary conversation, a radio announce- 
ment, in fact anything at all may be interpreted as warning, derisive, or 
threatening. Naturally, ideas of reference are more common in the 
Psychoses where the delusions are persecutory and paranoid, the 
Various paranoid reaction types including paranoid schizophrenia. 
However, they also occur fairly frequently in depressive phases of 
™manic-depression, in the involutional psychoses, and in the toxic 
Psychoses, notably those of alcoholic origin. 

Obsessions and Compulsions. These symptoms express a 
domination of the mind and personality of the patient by thoughts which 
Cannot be put out of consciousness. They may or may not be trans- 
lated into behaviour which the patient cannot inhibit. For instance, 
an ‘intelligent cultured gentleman could not inhibit his behaviour in 
response to the number “13”, even though, intellectually, he recognized 
its absurdity. He remained in bed on the 13th and 26th day of each 
month; hopped over every 13th step; counted the words in the 
Conversations of his friends, feeling a “nervous chill” at each 13th word ; 
Would not walk in a certain district because of an electric sign “Peter 

obinson” (thirteen letters), etc. 5 
Obsessions and compulsions have something in common with 
uman superstitions which lead far back into the experiences of our 
Species, far beyond the dawn of recorded history. It will be recalled 
that children on the way home from school often play a game of not 
sping on cracks in the pavement and dire calamities are predicted 
Or the child who does step on a crack. y À 
re bsessions and compulsions may be observed in many psychotic 
à actions, perhaps chiefly in schizophrenia, but they are typical of 
Sessive-compulsive neuroses. > 


4. Mood (Emotions, Affective Reactions) 


dri The emotions, in mental health and mental disease alike, are the 
“Wing forces of the personality. Students seem to have difficulty in 
5 nducting this phase of the examination. This is hard to under- 
Taa Every day each one of us is habitually gauging emotional 
‘actions in our friends and in those we meet. Usually we know if 
ay are happy or unhappy, irritable, bored, ashamed, angry, jealous, 

ornful, worried, distrustful, frightened, etc. How and why do we 
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know this so readily? It is not chiefly because of what they say, but 
more by the way in which they say it. A man may say “Iam fright- 
ened to death” and yet we know from the cadence of his voice and his 
facial expression that he is not at all frightened. So do we estimate 
emotional reactions by the facial expression, the tone of the voice, the 
attitude and postures, gestures and many other things. Ifwe examined 
the person we might look at the pupils of the eyes, take the pulse and 
respiration and the blood pressure, note vaso-motor reactions like 
sweating, etc. In everyday life speech may be confirmatory of our 
impression by observation or it may be at cross-purposes with it, since 
speech does not always reveal thought but may attempt to conceal it. 

All this is exactly true in mental diseases. The opportunity for 
accurate estimations is better than in everyday life. The physician 
is not restricted to observation. He may make a variety of tests in 
order to determine physical expression patterns of underlying emotional 
states. Then the examination may be supplemented by asking 
appropriate questions. a 

There is a large area to be crossed before coming to the place at 
which emotional reactions are pathologic. One might take isolated 
emotional reactions from the life of a very normal individual, arrange 
them in sequence in a relatively short space of time and the result 
would be a clinical picture of pathologic emotional reactions. Each 
one of us has periods of irritability and even moments of murderous 
rage; we have passing episodes of exhilaration, depression, suspicion, 
etc. In mental disease, these deviations from an average pattern are 
marked and sustained for a considerable span of time. * 

There is not a psychosis or psychoneurosis in which the state of the 
emotions is not an important consideration. 

The emotions may be innately incapable of more than a very 
limited function, as in mental defect (feeble-mindedness). The 
destruction wrought by structural brain pathology deteriorates per- 
manently the emotions and limits markedly their range and expres- 
sion. This is the situation in all the deteriorating psychoses irrespec- 
tive of the cause of the deterioration: trauma, senility, cerebral 
arteriosclerosis, paresis, gross brain and nervous diseases like tumor; 
Huntington’s chorea, epilepsy, and so forth. In psychoses of exog- 
enous and endogenous derivation, the emotions are labile, as may be 
readily witnessed in delirium, as they are also, in much less degree, 
in the manic phase of manic-depressive psychoses. In the “‘intellectu- 
ally logical’ reactions like paranoia and high-grade paranoid con- 
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ditions, the emotional reactions are strong and intense and in keeping 
with the content of thought. This may be true, too, but on a lower 
level, in paranoid schizophrenia. In the depressed phase of manic- 
depressive psychoses and in uncomplicated reactions of involutional 
melancholia, the depths of depression and mental suffering may be 
Plumbed. It is a mistake to speak of the emotional reactions in 
Schizophrenia as “dementing”. Judged by the criteria of everyday 
living, they do seem insufficient, inadequate, not in keeping with the 
thought content, seemingly there is apathy, but beneath the surface they 
may be absorbed in an inner and rich fantasy life. In the psycho- 
neuroses, there is apt to be severe tension and anxiety, but in conversion 
hysteria, once the underlying conflict has been converted into the 
Presenting signs and symptoms, the patient is emotionally relatively 
undisturbed and regards the symptoms without much emotion. 


5. Sensorium and Intellectual Reactions 


During waking life, human beings are so habituated to a satis- 
actory functioning of the consciousness that we do not remember how 
Commonly the sensorium is disturbed and the threads of consciousness 
that place or orient us in the environment are loosened or even broken. 
ever, exogenous or endogenous toxicity, deteriorations usually due to 
‘tian pathology, even fatigue, may make us less alert and os n 
a ton to the environment as to person, ume, and place. Loss o 
ch orientation is called disorientation. Human beings maintain 
ae Positions in space through the stimuli of the senses—vision, hear- 
ea touch, taste, muscle joint and vibratory senses, and, even more 
Portant, the integrity and vigilance of consciousness 1n appreciating 
N correctly interpreting the messages of the N sorl In 
an Ay degr ee consciousness and orientation are disturb ate oras 
Ri toxic psychotic reactions. In manic-depressive psychoses there 
“Omparatively little disturbance, excepting 1n the hypermanic phase 


sad stuporous depression. In general, the disturbance is more marked 


In i . : 
the depressive than in the overactive phases. In schizophrenia, the 


a Y usually does not signify disturbances of sensorium and orienta- 
ae The patient seemingly is bored, indifferent, listless as to the 
we ctete happenings of the work-a-day world; absorbed in his fantasy 
World but, as is frequently demonstrated, consciousness and orientation 


ore inactive than it is impaired. 
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She complained of feeling very tired and of headache and backache 
and wanted to be alone. Gradually she became depressed, spoke of 
herself in belittling terms; became restless and occasionally agitated. 
She complained of many physical sensations and went to a doctor to 
find out if she had a “blood disease”. She began to speak of herself as 
a “bad woman” and, finally, made a suicidal attempt by slashing both 
wrists with a razor blade. Then she was brought to the hospital. 

The symptoms mentioned have remained and there has been 
added the somatic delusion that her throat is sealed. She refuses food 
and has to be artificially fed. She sits for hours rocking back and 
forth and moaning: “I’ve sinned. I am lost.” 

Physically, the patient is considerably under weight. There are 
two'infected teeth. Pelvic examination reveals unrepaired lacerations 
of the cervix and an endocervicitis. There is a secondary anaemia, 
3,000,000 red cells and a haemoglobin of 70. Estrogen studies in- 
dicate deficient ovarian secretion. The menstrual periods ceased four 
months ago and were irregular and scant for the year preceding. 

Impression. It is likely that this is an involutional melancholia 
favoured by an inheritance factor and by an unsatisfactory marital 
situation. Efforts at compensation were not satisfactory, and it 15 
probable that the strong self-accusatory trend is related to several extra- 
marital sexual experiences. The onset of the climacteric with its 
physical and psychological hazards probably further lessened resistance 
and the patient was overwhelmed with the impossibility of retrieving 
her mistakes in life. 

The prognosis is fairly good. 

_ Treatment Plan. When the patient’s condition permits, the 
infected teeth should be removed and, eventually, the cervix repaire 
with probably a D. and C. Ovarian and vitamin therapy are indicated: 
The patient should be given a full rich diet. There should be careful 
hospital and nursing care with precautions against suicide. Electro- 
shock therapy should be considered as it is likely to be helpful. As the 
patient improves, occupational therapy should be helpful and as soo? 
as possible, simple, reassuring psychotherapy should be pursuc® 
After the patient recovers an effort should be made to secure a reaso?” 
able adjustment of the home situation. - 
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5 
Organic Psychoses 


There have been presented in the previous chapters discussions of 
the importance of psychiatry, the etiology of mental diseases, classi- 
fication, and methods of examination and symptoms. Wherever an 
°pportunity was available, it was utilized to present segments of the 
clinical pictures of the various psychoses from these several angles. 
It Seems the more natural way of pursuing the subject. It remains to 

ul in the details which have not been given and this will be done in 
4 Series of brief synopses. 

The determining factor in the organic psychoses is structural 
Pathology of brain tissue. The keynote of symptomatology is pro- 
Sressive deterioration of: " 
ae Menrat Capaciry. Defects in memory, retention, orien- 

n, general information and judgment. 
. EmotionaL Srasmiry. Quick mood shifts, outbreaks of 
bility, weeping or elation with very slight provocation. ; 
e Bemaviour, Deterioration of personal habits, decline of 
cs; moral offences. - 

- Decreasep ToLerance ro Toxic Acents. Small amounts 
alcohol and drugs tend to produce confusion and delirium. 

he prognosis in the organic psychoses is poor. e 
e most common organic psychoses are general paresis and the 
Psychoses. 


irrita 


of 


Senile 


GENERAL PARESIS 


abo Pout twenty-five per cent of lues eventuates in neurosyphilis and 
i Ut five per cent of neurosyphilis is paresis, a parenchymatous form 

_ Meurosyphilis, ` 
th Etiology. The direct cause is always the invasion of the brain by 
4 denti o ma pallidum. Predisposing factors have not been finally 
the fied, Under suspicion are the following: A neurogenic strain of 
mo qnrochete; alcohol; head trauma; the stress and artificiality of 
ye erm civilization, Paresis usually does not appear until ten or more 
*S after the initial infection; it is more common in males with the 
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incidence peak in the fourth and fifth decades. Juvenile paresis begins 
in the first or second decade. 

Pathology. In general, the brain membranes are adherent; 
the pia-arachnoid thick (“frosted glass”); the sulci deepened and filled 
with turgid fluid; brain small; convolutions shrunken; ventricles dilated 
wth granular ependymitis, especially in the fourth ventricle. 4 

Microscopically there is infiltration of the pia-arachnoid with 
round cells, mainly plasma cells and lymphocytes; dropping out of 
cortical ganglion cells; glial cell increase with rod cells; vessels promin- 
ent due to endothelial proliferation and “collaring” with plasma cells 
and lymphocytes; chronic degenerative changes of ganglion cells ani 

atrophy of cortical fibres. The anterior portions of the brain bear the 
brunt of the pathologic changes. 

Symptoms and Diagnosis. The serology is decisive—blood 
and spinal fluid show strongly positive Wassermann tests in all antigens; 
lymphocytic pleocytosis; positive globulin; “steppage” gold curve. 

The neurologic signs are usually helpful and often conclusive: 
These are irregular, unequal or Argyll Robertson pupils ; increase! 
tendon reflexes, particularly patellar; tremors of the hands a”! 
around the mouth and naso-labial folds; slurring speech; convulsive 
seizures; “flat” facial expression; transient eye-muscle palsies; 
tremulous handwriting; positive Romberg: shuffling gait, absent 
knee reflexes (in tabo-paresis) ; flushing, cyanocis, fainting, but 
aphasias, weight loss, bed sores, etc. Unless halted by treatment there 
is rapid progression to a final state of emaciation and bed-ridde? 
paralysis. 

Because of the therapeutic and protective value of prompt diag” 
nosis, the early symptoms as described by Bunker are especia y 
significant. In the order of frequency they are: irritability, brady“ 
phrenia, character changes, weight loss, memory lapses, somnolen®? “| 
speech defects, insomnia, defects of judgment, fatigability, digestiv® 
upsets, visual disturbances, headache, rheumatoid pains. A coe 
vulsive seizure may be the initial clinical sign of paresis. A com 
vincingly neurasthenic and hypochondriac clinical picture may be x 
early manifestation. ; t 

Mentally, there are distinguishable certain clinical types, ue 
sharply. delimited: Dementing, about 40 per cent, with all the © 
marks of a progressive, organic dementia; Depressed, about 25 Pe | 
cent, showing depression and gross somatic delusions; Expansive" 
10 to 25 per cent, grandiose delusions, euphoria easily shifting 
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irritability, motor overactivity and aggressiveness; Agitated, 10 to 15 
per cent, marked psychomotor activity with clouded consciousness, 
which may be so severe that the designation “galloping” is justified. 
It may lead to rapid exhaustion and death. 

If untreated, the dominant dementia becomes more profound, 
€ventuating in the complete deterioration of mind and degradation of 
Personality. 

Treatment. Tryparsamid, mechanical fever therapy and other 
treatments are advocated by some authorities, but we feel that the most 
Satisfactory treatment is malarial therapy followed by neoarsphena- 
mine and then by alternating courses of tryparsamid and bismuth 
Salicylate. 

CONTRAINDICATIONS TO MALARIAL THERAPY. ‘“‘Galloping” paresis, 
Severe systemic diseases, diabetes, nephritis, hepatitis, active tuber- 
oe decompensated cardiac and aortic disease are contraindica- 

ns, 

Procrpurr. Before treatment is instituted the patient should be 
put into his optimum physical condition. Quinine sensitivity is tested 

y injecting 0.1 cc. of a 1 per cent solution of urea quinine hydro- 
chloride, a marked urticarial wheal being indicative of sensitivity. 
` Tertian malaria (plasmodium vivax) is preferable. * Incubation 
artes from a few days to three weeks. Eight paroxysms and often 
hed are sufficient, but there should be about 50 hours of fever above 
tha E The patient should have all the clinical care and nursing 

t is exercised in the treatment of malaria. A 
X The malaria may be halted by quinine bisulphate orally grains 

tid., given until the blood has been free of plasmodia for two weeks. 
Pee emergency indicates speedy termination use 2 cc. of a I per cent 

Ution of quinine and urea hydrochloride intravenously. x 
ter tbaught teaches that the following complications should dictate 

mation of the malaria: : 

I. Continued hyperpyrexia, refractory to sponging, etc. 
2. Shock, extreme exhaustion between chills, foreshadowed as 
© by extreme restlessness and insomnia, rapidly falling blood 
> etc. 4 

3- Convulsive seizures, particularly when generalized. 

4. Tabetic crises, lightning pains, etc. 
lished i € inoculation may be effected from a donor wit! 


train by injecti fe mal 
jecting 2-3 cc. of citrated whole m. 

Cont Etom Strecte © Clini hiatry. 

™Pany, Public een Ebaugh: Clinical Psychiatry 


h malarial fever due to an estab- 
arial blood. _ i 
By permission of The Blakiston 


Cc 
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5. Rising urea nitrogen in the blood. 
6. Haemorrhage from mucous membranes or in skin (purpura): 
7. Jaundice; not to be confused with icterus due to anaemia. 
8. Cellulitis developing about abrasions, bed sores, etc. 
g. Bronchopneumonia. ‘ 
10. Acute splenitis ; large, firm, tender spleen. 
11. Cardiac decompensation, characterized by thready pulse; 
cyanosis, edema, basal pneumonia. 
12. Severe anaemia, haemoglobin below 40, red-cell count below 
2 million, marked leukopenia. 
13. Sudden overwhelming increase in parasites in blood. 
14. Stupor between chills. y 
In the face of the structural brain pathology and disorganization 
of the cyto-architecture the results of malarial therapy are surprisingly 
good. In reasonably recent paretics, more than half show consider- 
able degrees of improvement, often amounting to adjustment at ĉ 
satisfactory occupational and social level. 


' SENILE PSYCHOSES 


The senile psychoses are progressive mental deteriorations deter 
mined mainly by old age and attendant brain pathology. 

Etiology. Destructive brain pathology conditioned largely bY 
cerebral arteriosclerosis with probably toxic and hereditary influences: 
It seems likely that physical (fractures) and emotional shocks* an 
possibly alcoholism are definitely precipitating. The largest incidenc® 
is in the sixth and first half of the seventh decades. 

Pathology. Grossly there is small brain, narrow convolution‘; 
wide fissures, thickened and hazy pia-arachnoid; sulci filled wi 
cerebro-spinal fluid. The vessels, particularly at the base, are tortuous 
and sclerotic. d 

„ Microscopically there is the picture of destructive pathology 2 
disorganization of cyto-architecture. Distinctive are the senile plaque 
representing the breaking up of large glial cells, great diminution ° 
brain cells, fatty changes, atrophic changes, Alzheimer fibril change 

Course. Like paresis, the clinical course of the senile psychose* 
physically and mentally, is inevitably downward, a twin deterioratio™ 

* Events which upset the usual routine of daily activities are very disruptive m 


5 
old people, As an aftermath of the civilian bombing in London and its disruptive effect 
upon the routine of daily living, an increase of senile psychoses has been reported. 
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Progressive loss of somatic strength and functions and mental capacity 
ending at a very low level of dilapidation. 

Symptoms and Diagnosis. There is apt to be a several months’ 
prodromal period of insomnia, malaise, muscular weakness, anorexia, 
and seclusiveness. Then begins impairment of mental powers and 
wavering of recerit memory excused by feeble evasions and crude 
fabrications. Patients are apt to wander away and get lost or patrol 
the house at night, injuring themselves by falling or starting fires because 
of the memory defect (dropping lighted matches, etc.). The emotions 
deteriorate; normal sympathy wanes. The patient becomes stubborn, 
pny self-centred; displays violent temper tantrums and moral 
axities, 

Various clinical types may be recognized: simple dementia; 
delirious and confused; depressed and agitated, paranoid and 
Presbyophrenic.* : 

_ These types, notably the paranoid and depressed, receive their 
clinical cast from the survival and accentuation of previous personality 
traits. In the instance of the depressed type a gloomy, melancholy 
pegontion is the basis, and in the paranoid, a distrustful, suspicious 

e. 

_ There are various pre-senile deteriorations, Alzheimer’s disease, 
Pick’s disease, and others. Alzheimer’s disease develops as early as the 
fortieth year with marked emotional instabilities and, often, with 
aphasia and apraxia. Approximately one-third of the brain nerve 
Cells are destroyed and replaced by darkly straining, fibrial bundles in 

€ form of miliary plaques. j 

Irrespective of the clinical types of the senile psychoses, the cardinal 
Symptom of the weakening, and eventual effacing, of recent memory is 
More diagnostic. Dean Swift, the master of satire, gave a classical 

€scription of senile dementia when, in Gulliver’s Travels, he described 


the old age of a struldbrug (immortal). At birth a struldbrug had a 


tcc circular spot irectly over the left eyebrow. 
si the forehead directly over y ; 
S infallible mark er die”. The birth 


oich was an infallible mark that it would nev 
à struldbrug was a public calamity, since even though they could 
not perish physically, yet they were doomed to all the physical and 
ental infirmities of advanced age. Swift gives a remarkable de- 


Script; z S 
1ption of senile dementia. 


* I . 5 . 

b n presbyophreni ked defects of memory, retention and orientation, 

into? Surface mental alertness i preserved. ‘The patient is suggestible and readily led 
‘abrications, giving the impression of a Korsal coff’s syndrome. 
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“When they (the struldbrugs) came to four score years . . . they 
were not only opinionated, peevish, covetous, morose, vain, talkative ; 
but incapable of friendship and dead to all natural affection, which 
never descended below their grandchildren. Envy and impotent 
desires are their prevailing passions. . . . At ninety, they lose their 
teeth and hair; they have at that age no distinction of taste but eat and 
drink whatever they can get without relish or appetite... . In 
talking, they forget the common appellation of things and the names of 
persons, even of those who are their nearest friends and relations. For 
the same reason, they can never amuse themselves with reading, be- 
cause their memory will not serve to carry them from the beginning 
of a sentence to the end; and by this defect they are deprived of the 
only entertainment whereof they might otherwise be capable.” 

Prognosis. Although a great deal may be done to protect the 
patient and make him more comfortable, yet, as is obvious, recovery, 
or even considerable improvement, cannot be hoped for. Terminal 
pneumonia frequently draws the curtains of death upon senile dementia. 

Treatment. Whatever is said about treatment here applies with 

. equal force to paresis and all the deteriorations. Treatment may be 
divided into Precautionary Treatment, General and Med 
Protective Care. 

PRECAUTIONARY TREATMENT. It would be too much to say that 
the senile psychoses can be prevented. However, as old age approaches, 
it is wise and feasible to follow a programme of sensible precaution, 
putting the old person into the best possible physical condition and 
softening the impacts of physical and emotional blows. With such a 
programme, at least there is a chance that t 
the boon of dying “all over, all at one time”. 

GENERAL AND MEDICAL CARE. 


ical Care, and 


he old person may attain 


P, We all know the importance of 
creature comforts”. They are small devices we automatically put 


into operation in order to be comfortable and secure as to food, heat 
and cold, common dangers, etc. Too often is it forgotten that the 
old or deteriorated person is no longer vigilant in the functioning of his 
sense of self-preservation and, literally, does not have enough mind left 
to know what he wants or needs. Small “creature comforts” should be 


provided for the patient, proper, easily digestible food at frequent 
intervals and not in too large quantities, clothing to protect against 
cold and sufficient even in summer (old people chill easily), a comfort- 
able bed, enough sunshine and fresh air and personal cleanliness. 


Old people mislay all manner of things. They readily trip and fall. 
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They choke on a too large bolus of food. These and numerous other 
needs and hazards should be anticipated. 

The medical care should be one of masterly inactivity—not too 
much medicine, although laxatives will surely be needed; suitable 
sedative drugs in small doses; a little good whisky. There are a 
thousand and one medical chores such as relieving skin irritations or 
haemorrhoids or bladder irritations, toothache, improving the general 
bodily strength and tone by suitable vitamin therapy, etc. The 
doctor who considers himself superior to these considerations should 
never have studied medicine. 

Protective Care. The ravages of brain pathology divest the 
personality of its ethical veneer and inhibitions against entanglements 
by “gold-diggers’’, female and male, swindlers, etc. The inhibitions 
against impulses in the direction of indecent exposure, attempted 
sexual assaults on children, etc., are feebly interposed or altogether 
wanting. The helpless deteriorated person, senile or otherwise, is 
entitled to the protection of his finances and his reputation. 


PSYCHOSES DUE TO CEREBRAL ARTERIO- 
SCLEROSES 


These psychoses have much in common with the senile psychoses. 
Etiologically there is in both the factor of cerebral arteriosclerosis. 
There are pathologic differences, the outstanding one perhaps being 
the advanced vascular sclerosis, the many foci of softening in the brain, 
and the absence of senile plaques. Clincally, one may be aided 
diagnostically by the relatively earlier age of onset. High blood 
pressure is not a safe criterion and, as likely as not, peripheral pressure 
may be low. Examination of the retinal vessels may‘ be helpful. 
Perhaps there is more irritability and the temper outbreaks are more 
Violent with greater destructiveness. The presence of general and 
focal indications of arteriosclerotic brain damage is very helpful 
diagnostically. The prognosis is not good but partial remissions may 
occur, Treatment indications are the same as in the senile and other 


deteriorative psychoses. 
EPILEPSY 


From the large assortment of convulsive disorders, there emerges 
“idiopathic” epilepsy as the clinical entity of primary interest to 
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psychiatrists. The particular attention is focused upon the psychotic 
complications of epilepsy. 

Etiology. Promising progress is being made, but at this time one 
may not go beyond stating that epilepsy is a “disordered functioning 
of the rate regulating mechanism of the brain”; “a paroxysmal cerebral 
dysrhythmia”. While careful studies have somewhat limited the 
significance of inheritance, yet it is not to be ignored. About three- 
fourths of idiopathic epilepsy begins before the age of twenty. With 
incidence above the age of thirty, the diagnosis is dubious. The 
pathology is scarcely specific and is likely to be beclouded by brain 
damage due to head injuries and brain pathology incidental to convulsive 
seizures. 3 

Symptoms and Diagnosis. Without a history of grand mal 
seizures or indubitable evidence of epileptic petit mal the authenticity 
of the diagnosis is in doubt. Psychiatry is interested in the personality 
of the epileptic; in the psychotic equivalents for the convulsion and its 
sequels and in the personality wreckage left by epilepsy. 

While epilepsy, in itself, is not a mental disease, yet the personality 
of the established epileptic is far from normal. This is partly due to the 
impress of the “falling evil” and, in part, to the resentment and 
bitterness at being more or less a social outcast. The chronic epileptic 
is apt to be conceited and egotistic, emotionally unstable, a hypo- 
chondriac, filled with sickly sentimentality and religious “saws”, lacking 
adaptation to environment, impulsive, pugnacious, cruel, irascible, 
sadistic and irritable. The irritability may be so extreme that I have 
compared it to an early colonial flag showing a coiled serpent ready to 
strike bearing the caption, “Noli me tangere! (Touch me not!). 
The reaction may be severe enough to be psychotic—the so-called 
“Periodical Ill-Humour”. 

The diagnosis of epilepsy has been placed on a much firmer 
foundation by electroencephalography. The graphs of epileptic brain 
waves show large, slow waves varying from three to eight per second 
in frequency or so-called “spike waye” formations, which are seen 


especially in petit mal. Some epileptic patients have abnormally high 
frequencies.* 


It is often necessary to differentiate between true epileptic and 
hysterical seizures. The characteristics of the epileptic convulsion 
are derived largely from the inevitable unconsciousness: falls and 
injuries, cyanosis, stertorous respiration, fixed pupils, eyes rolled up- - 

* Much more work must be done before typical brain graphs are found. 
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ward, often the tongue is bitten and there is bloody frothing at the 
mouth, frequently there is bladder and bowel incontinence. Seizures 
occur at any time, day or night, there is amnesia for the conyulsion and 
for some hours or longer following, there are signs of cortical irritation, 
hyperreflexia, positive Babinski, etc., and there is post-convulsive sleep 
or deep confusion. 

In the hysterical convulsion none of these phenomena are clearly ` 
Present since consciousness is not abolished. The attack is likely to 
occur before an audience, the patient observes her surroundings from 
the “tail of her eye”, falls in ‘‘soft places”, does not bite the tongue and 
is only rarely incontinent, there are no neurologic signs and no 
amnesia and usually after the seizure the patient is bright and alert. 

EPILEPTIC Psycuoric REACTIONS, EQUIVALENTS, AND Post-con- 
VULSIVE STATES AND DEMENTIA. There may be epileptic dream or 
twilight states, delirious confusion with hallucinations and ecstatic 
delusions or anxiety, transitory states of depression and excitement, 
Paranoid states, epileptic furor in which the epileptic is maniacal, 
destructive and sometimes dangerously and horribly homicidal, 
epileptic fugue states. Many of these reactions have medico-legal 
importance since the patient is amnesic for his behaviour whether it be 
within normal limits or is criminal. Epileptic dementia may be pro- 
found, divesting the patient of almost every faculty that distinguishes 
man from animal. 

Prognosis. Epilepsy is scarcely favourable in outlook. Some- 
times in children, seemingly, recovery occurs at puberty. Life is 
shortened by injuries sustained in convulsions or death may occur in 
Status epilepticus, a series of convulsions without intermission. Pneu- 
Monia is often terminal. j 

Treatment. Much may be done for the epileptic through diet, 
Control of the obstinate constipation and dehydrating, acidemic and 
oxygenation measures, an occupation selected with an eye to freedom ` 
from danger. The drug therapy of choice is sodium diphenyl hydan- 
toinate, 44 to g grains daily. If the patient cannot tolerate this, 
Phenobarbital 1 to 6 grains daily is useful. The continuous use of 
bromides in large doses is deplorable. Each epileptic patient should 
be viewed as a problem for diagnostic study, apart from the disease 
itself. Wherever feasible, foci of infection should be removed and the 
handicap of physical disabilities lessened. 

If there are definite psychotic symptoms, it is often necessary, both 
for the protection and welfare of the patient and the safety of the 
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community, to treat the patient in an epileptic or mental hospital, 
preferably the former. 


HUNTINGTON’S CHOREA 


Huntington’s Chorea is a progressive, degenerative disease of 
middle life entailing severe dementia. Significant in etiology is in- 
heritance: it is one of the few conditions strongly suggesting aMendelian 
pattern. It occurs in both sexes. The pathology is degenerative, 
including poverty of ganglion cells, notably in the lower three cortical 
layers. There are lipoid droplets in the glia protoplasm and larger 
particles in the lymph spaces and vessel walls; atrophy of the cortex; 
caudate, putamen and fibre loss in the pallidum; status fibrosis of 
Vogt’s point; moderate thalamic and mid-brain atrophy and other 
changes. 

Clinically the following represents a fair cross-section: At first, 
twitching and mild choreiform movements. Some years later beginning 
personality alterations—irritability and temper explosions. Extensive 
characteristic choreiform movements, involving both extremities and 
the face with grimacing and animal-like noises are characteristic. 
Speech is slow and indistinct. There may be depression, vague sus- 
picions, and paranoid trends. Often there are periods of temporal and 
spatial disorientation and insecure recent and remote memory and, in 
general, a picture of mental deterioration. 

Prognosis. The prognosis is unfavourable and treatment can 


only hope to meet conditions as they arise in the course of the disease. 
Institutional care is often needed. 


BRAIN TUMORS 


Brain tumors are of neurologic rather than psychiatric interest, 
but there are many points of psychiatric contact. Naturally, the 
dislocation and pressure upon the brain produced by the intrusion of 
new growths into the strictly limited skull space is expressed not only in 
terms of general and local symptoms, but also mentally, often as 
disturbances of consciousness. i 

Brain tumor diagnosis is scarcely to be made on the basis of mental 
symptoms. Rather is it a matter of careful 


toms : r physical and neurologic 
examinations; evaluation of general brain pri 


essure and of localizing 
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symptoms, as, for instance, Jacksonian epilepsy in motor cortical 
lesions; eye ground studies; Réntgen-ray studies, including the highly 
specialized techniques of encephalography and the ventriculogram. 
The treatment of brain tumor whenever feasible is surgical but 
behaviour disorders and mental deterioration may indicate the need 
for a mental hospital. Within the past few years surgery and psy- 
chiatry have become allies in‘a combined surgical and re-educational 
attack upon certain psychoses. It is possible that our application of 
the operation of prefrontal leukotomy to certain schizophrenic 
situations* has revealed interesting information concerning frontal 
lobe function, personality, and behaviour. It will be discussed further 
under the headings of Involutional Melancholia and Schizophrenia. 


BEHAVIOUR DISORDERS IN ADULTS AND CHILDREN 
ASSOCIATED WITH AND SEQUEL TO ENCEPHALITIS 
AND HEAD TRAUMA 


These disorders may be discussed together profitably. The 
encephalitic behaviour disorders are more common and more signi- 
ficant. The primary causes of these behaviour deviations are head 
trauma and encephalitis epidemica. It is obvious that destructive 
brain injury, severe concussional impacts and widespread inflam- 
mation would have marked repercussions particularly in the growing 
brain and in the developing personality and its behaviour expressions. 
There may be deterioration marked by a decline in mental capacity 
and ability, in memory, and in judgment. When the outcome is not 
deteriorative, then the behaviour markings seem to be largely deter- 
mined by the previous personality. There may be typical manic 
reactions, depressive trends with suicidal attempts, and psycho- 
neurotic syndromes. 

Behaviour disorders in children involve a considerable social and 
economic problem of serious delinquencies. Often there is complete 
reversal of the previous character and dispositional pattern. The 
fundamental symptomatic design is seemingly one of marked emotional 
lability and hyperkinesis. The details of the numerous behaviour 
difficulties fit into this design, making a fairly constant clinical mosaic. 

“The physician should be on the alert for the behaviour disorders 


* Strecker, Edward A., Harold D. Palmer, and Francis C. Grant: “A St 
Lobotomy”, Amer. Jour. of Psychiatry, 98: A 1942. udy of Frontal 
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secondary to epidemic encephalitis and severe head injury, which may 
result in a traumatic encephalitis. In children both of these con- 
ditions, and particularly the former, may produce a definite change in 
behaviour: extreme disobedience, open defiance of all authority, 
running away from home, lying, stealing, teasing and cruelty, sexual 
delinquencies, violence, and criminality. In the majority of instances 
the intellect, fer se, is intact, though there is easy fatigue of attention 
and motor restlessness. A long period of re-training and re-education 
under standardized conditions is the chief therapeutic hope. 

“The treatment of behaviour disorders after encephalitis is of im- 
portance in itself and also offers hints in the management of a con- 
siderable amount of bad behaviour in children which is associated 
with other physical diseases. 

“The aim of treatment must be to prevent the bad results which 
unfortunately have been shown in thousands of cases. These results 
have a curious similarity, a common stamp, even though the children 
have been brought up in countries far removed from each other in 
customs. Boys stay up all night, play truant, fight, get into dangerous 
mischief, steal, and are headed straight for prison. Girls run away for 
excitement, are fearless in defying all authority, and become sexual 
misdemeanants. Both show a demoniacal ability to disorganize 
schools, families, and neighbourhoods and fail to respond to appeals or 
punishment. Nevertheless the children may remain intelligent, 
affectionate, and often very likable. 

“The time for a physician to start treatment is in earliest con- 
_valescence. As the child improves from the physical illness the doctor 
should say to the parents: ‘You must make up your minds to train 
this child over again. The child will be irritable, restless and will seem 
wilfully to have forgotten his good habits. You yourself will be tired 
and busy, but you must keep yourself from getting angry and stick to 2 
long and well thought out policy of re-education. You must not let 
your sympathy lead you to spoiling the child, but, on the other hand, 
you must realize that punishment makes things worse. Try to keep 
the child well rested, well nourished and well occupied; keep other 
children away. As the child gets stronger fill every minute of the 
day with interesting things—lessons, gymnasium work, games, manual 
training.’ This is asking a lot of the parents but it is saving them 
trouble in thelongrun. The family is really fighting for its own happi- 
ness as well as the welfare of the child. 

“Better than home endeavours, which are extremely hard on the 
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other children of the family, is a small class of children of the same age 
under psychiatric supervision. Such a class is described in the 
Atlantic Medical Journal of March, 1927. It would be well for 
physicians to support any project to establish such classes in nearby 
mental hospitals. 

“In case the child is left feebleminded by encephalitis, which is not 
a common occurrence, commitment to a suitable institution should be 
advised, as no home treatment is of any use.” (Personal communica- 
tion to the author from Dr. E. D. Bond.)* 


OTHER POSSIBLE TYPES 


There are many more organic rea ction types and, in fact, mental 
symptoms may be a part of any organic central nervous disease. In- 
cluded there would be cerebral lues, brain abscess, cerebral haemorr- 
hage, thrombosis and embolism, paralysis agitans, disseminated 
sclerosis, tabes dorsalis, Sydenham’s chorea, etc. The diagnostic 
Problem is chiefly neurologic and the mental symptoms are not 
Specific. They are determined in part by the actual structural damage, 
and in part by the intrusion and distortion of previous personality 
traits, 


6 


Toxic Psychoses 
GENERAL CONSIDERATIONS 


The toxic psychoses make up a large segment of the practice of 
medicine and psychiatry, constituting not less than a tenth of the 
Psychoses. There are certain significant and common factors. 

Etiology is direct and usually ascertainable, as: (1) an exogenous 
Poison like alcohol, morphine, or one of the industrial poisons; (2) 
endogenous, as in the course of acute infections and in somatic disease 


in general, acute and chronic, involving fever, toxicities and depletions; 


® From Strecker and Ebaugh: Clinical Psychiatry. By permission of The Blakiston 
Company, Publishers. 
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(3) loss of metabolic support of the brain, as in endocrine disorders, 
such as hyperthyroidism and decompensatory situations, notably 
cardiovascular. 

Symptomatic Pattern. . Prominent disturbances of sensorium 
and consciousness, varying in degree from mere clouding to a full- 
fledged delirium with marked motor activity, complete disorientation, 
and a vivid illusory and hallucinatory content. 

Physical Findings. There is a profuse array of physical findings 
which may be general, that is, more or less usual in the majority of 
these reactions, and particular, that is, dependent on the nature of the 
underlying pathology and toxicity. 

General symptoms indicating the reaction of the organism to 
toxicity include fever, constipation, perhaps leukocytosis and loss of 
weight, neurological signs such as tremor and inco-ordination, skin 
and gastro-intestinal disturbances such as nauesa and vomiting, 
sympathetic manifestations, blood-pressure alterations, pallor, flush- 
ing and tropic changes. Particular symptoms identify the nature of 
the toxicity, for instance, the dullness of a consolidated lung and the 
demonstration of the infecting bacillus from the sputum; the sym- 
metrical bilateral dermatitis of pellagra ; Kernig’s sign and the identi- 
fication of the meningococcus from the s 


ws 5 pinal fluid in meningitis; 
the positive Wassermann in lues; the alcohol blood content in al- 
coholism; the blood bromide content in bromide poisoning, etc. 


Prognosis. In the toxic psychoses, there is a low inheritance- 
constitutional factor and a high acquired intoxication and infection 
factor. Therefore the outlook is quite good unless the source of the 
illness, in itself, is of ominous significance, 
anaemia or malignancy. 

Treatment. The intelligent physician does not attempt to treat 
separately the physical and mental symptoms. He treats the patient. 
Well-planned “physical” therapy diminishes the harmful effect of 
mental symptoms and vice versa. In the course of the illness it may 
be necessary, for the time, to focus attenton intensively upon a somatic 
crisis ; for instance, failing action of the heart. So, too, may it become 
imperative to control “mental” symptoms, perhaps extreme motor 
activity, since it may imperil the life of the patient. 

The keynote of sound therapy is the control of the basic 
if possible, its removal and the lessening of its damaging 
This is a therapeutic principle whether the patholo, 
carbon-monoxide poisoning or lobar pneumonia. 


as, for example, pernicious 


pathology; 
aftermaths. 
gy be infected teeth, 

In addition to the 
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general therapy, specific treatment should be used whenever possible. 
_ There are general treatment measures some of which are applicable 
in every case. 

(1) Control of dehydration, acidosis, and infection by increasing 
the fluid intake (unless contraindicated by such conditions as cerebral 
edema) ; promotion of elimination by catharsis, colonic irrigation, 
gastric lavage and through the stimulation of kidney and skin functions. 

(2) Removal of foci of infection whenever practicable. 

(3) Support of the bodily systems, particularly the cardiovascular. 
2 (4) Dietetic and tonic treatment including an adequate vitamin 

upply. 
i (5) Blood transfusions if the haemoglobin drops to dangerously low 
evels, 

(6) Spinal drainage, intravenous hypertonic saline and glucose 
solutions for brain edema. More efficient since the reduction of brain 
Volume is maintained for a much longer period of time, is the use of 
Prepared human blood serum (lyophilized plasma) according to the 
method of my associate, Joseph Hughes. y 

(7) Usually insomnia is a serious: problem. Often hypnotic 
medication must be given, but it should be used sparingly, chiefly at 
night, and the dosage be minimized by the liberal use of hydro- 

erapeutic measures, wet packs, cold and warm, and particularly the 
neutral continuous bath. Hypnotic drugs should be selected with 
Teference to the rapidity of their elimination. Often some of the 
barbiturates are satisfactory. Paraldehyde is a very safe and too often 


Neglected hypnotic. 


(8) Skilful nursing is necessary, not only for the management of 


the physical symptoms, but also for its psychiatric significance in 
requently calming and reassuring the frightened patient. This is not 
only helpful mentally, but saves somatic wear and tear. 

(9) A sufficiently long and wisely safe-guarded convalescence. 

(10) Careful follow-up care- — — 

Mental Symptoms. The variation in the mental symptoms 
Of the toxic reactions is not sufficiently large to justify separate descrip- 
tions, An average clinical cross-section will be given. In practice, 
Many differences in degree will be noted, usually less severe but 
Occasionally more marked. ee 
. The patient obviously is confused and disoriented, although fleet- 
ingly he correctly identifies someone in thesick-room. There is restless- 
Ness which from time to time mounts to frenzied motor agitation. 
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Sometimes his motor movements are occupational, as in the case of a 
patient who was a tailor who went through the motions of threading . 
a needle and sewing. There is considerable apprehension, associated 
with illusions and hallucinations. These are terrifying, since often 
the patient cowers in the bedclothes as if trying to hide or brushes 
“imaginary insects” from the coverings. Now and then he listens 
attentively and shouts back a reply to “voices”. Usually his speech is 
muttering, irrelevant, and often incoherent. The most constant mood 
display is fear, but it is labile shading easily into abject terror, then 
anger, defiance, and rage. There are delusions, but they are tran- 
sitory and apparently refer to persecution of being “hounded”. 


ALCOHOLIC PSYCHOSES 


Among the psychiatric disabilities due to exogenous poisons, those 
conditioned by alcohol are by far the most common. Alcohol is 
quickly effective in screening unpleasant reality ; it is readily obtain- 
able and the pathologic drinker is tolerated socially until he has fallen 
to a very low level. In spite of its reputation among the laity as a 
stimulant, alcohol is always a narcotic. i 

A number of psychotic alcoholic reactions have been classified: 
Pathologic Intoxication, Delirium Tremens, Korsakoff’s Psy- 
chosis, Acute and Chronic Hallucinosis, Acute and Chronic 
Paranoid Types, and Deterioration. 

These conditions need not be extensively described. Delirium 
Tremens is the most active and serious delirium encountered. The 
tremor is marked and generalized but most notable in the tongue and 
fingers. The illusions and hallucinations are visual and extremely 
vivid, the patient shrinking in terror from the traditional “pink ele- 
phants”, and fierce and decidedly pathologic animals, snakes and 
insects. In researches with my associate, Thurston Rivers, we have 
evolved a pharmacological plan of treatment which stops delirium 
tremens or aborts it when it is threatened. It consists of the in- 
travenous administration of 100 cc. of 50 per cent glucose; 100 mg. 


of thiamin chloride and go units of insulin. If necessary, it may be 
repeated in three hours. Large quantities of orange juice should be 
given. ` 

Acute Hallucinosis is a less 


Ac active delirium in which the halluci- 
nosis is largely auditory. 
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Korsakoff’s Psychosis is not restrictedly conditioned by alcohol, 
occurring also in senile psychoses and other states. Itmay occur with 
or without polyneuritis. Particularly in the polyneuritic type, there 
is a vitamin-B deficiency and excellent results are obtained from large 
daily doses (30 to 50 mg.) of thiamin chloride. There is memory loss 
but fairly good appreciation of immediate impressions and confabula- 
tion with falsification of memory. 

In some reactions of Chronic Alcoholic Hallucinosis the per- 
sistent projection with a sexual content in which the “voices” twit 
and deride the patient because of lack of sexual capacity and accuse 
him of perverted sexual practices strongly suggests the presence of 
considerable latent homosexuality in the personality. Many of these 
reactions show relatively little disturbance of consciousness and may be 
schizophrenic. 

Some of the Paranoid Types show considerable well-developed 
delusional formation, sometimes dealing with marital infidelity, and 
determining dangerous and even homicidal behaviour. 

Alcoholic Deterioration, as the name implies, is a dementia 
resulting from brain damage. It is sometimes erroneously called 


“Alcoholic Pseudoparesis”. 


Pathologic Drinking. Of very gréat importance is a funda- 
Mental understanding of the psychopathology and psychotherapy of 
Pathologic drinking. It has always been an enormous economic, 
Social, and medical problem and, now in a grave war Crisis, it isa 
greater problem than ever. The stress and strain of war, particularly 
in industrial production, has increased addiction to alcohol. The 
Wastage of much needed brain energy and capacity is extremely 
serious. 

It is only 
been focused upon alcoho 


Penetrate the enveloping fog of Yow 
medicine is the survival of archaic post hoc ergo propter hoc thinking more 
apparent than in theories concerning alcoholism and its treatment. 
Oose concepts concerning organic pathology, often based on nothing 
More than a sequence of events, were freely accepted. Now, as is well 
own, even such pathologic “verities” as cirrhosis of the liver or, 
neuritis can no longer be attributed solely to alcohol. A 
Concepts concerning the psychopathology of the alcoholic laboured 
under eyen more ancient and more erroneous fallacies. Consequently, 
Until quite recently, therapy, as might be expected, considering its 


within recent years that the light of modern science has 
l and alcoholism with sufficient intensity to 
traditional error. Nowhere in 
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derivation from such concepts, has consisted of a queer hodge-podge 
of so-called psychotherapy. Practitioners of medicine participated 
with families of alcoholic patients in various plans which depended for 
their hoped-for effect upon persuasion and threat, reward and punish- 
ment, usually ending in eventual incarceration. All in all, these 
plans and methods conspired to wrap the alcoholic even more tightly 
in the swaddling-clothes of emotional immaturity. This was doubly 
unfortunate in thought and in practice, since the only hope for the 
alcoholic, psychologically speaking, is to be stripped of the garments 
of his immaturity so that he may learn to face himself in the nakedness 
of truth. 

Just as in the physical segment of alcoholism certain principles are 
beginning to emerge, so, too, on the psychological side are we beginning 
to suspect certain truths. In this brief presentation the author wishes 
merely to put forward, more or less arbitrarily, certain principles of the 
psychopathology of alcoholism which in the light of experience have 
been found to- possess therapeutic value. 

Contrary to general and public lay opinion, the alcoholic is not 
very likely to be the “hail fellow well met” type. In his personality 
traits he is more apt to be preponderantly an introvert than an eX, 
trovert. Of course, there is much drinking among those whose 
dominant traits are out-going and social, but the real. purposeful 
consumption of alcohol is more common among those TEE Poe 
inward and who are not socially facile, They have a logical surface 
reason for their drinking. For them, it lessens the usual friction of 
the social wheels and makes contact with their fellow men bearable and 
even pleasant. ‘As for the extrovert, his personality endowments have 
already granted him the grace of being “easy” with the herd. He 
does not really need alcohol, though he does use it to hei hien the 
pleasures of reality. In those introverts who are addicted z alcohol, 


one may expect to find the purest expression of uncomplicated clinical 
alcoholism. : 


Likewise does it seem true that alcoholis 
choneuroses of introversion. Careful clinical Re OF Cee 
patients leaves one with the conviction that alcohol is ieee 
psychoneurotic symptoms are utilized—in order to screen effectively 
unsatisfactory external and inner realities, Painstaking anal ae 
the clinical life histories of alcoholics and Dsychoneuvotic: a lyses ; 
and not infrequently, substitution phases du: will reveal, 


7 ring which, i f 
group, the intake of alcohol ceased and neurotic E Deur 


m is one of the psy- 
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the foreground, while in the second group, the psychoneurotic picture 
faded to be replaced by alcoholic over-indulgence. 

Both in one of its chief psychopathologic motifs and in its deeper 
motivation, the psychoneurotic pathologic drinking of the introvert 
asserts itself as a neurosis of emotional immaturity. i 

_ Once the potential alcoholic has satisfied the surface reasons for his 
drinking, that is, the attainment of greater social ease and satisfaction, 
he soon begins to drink pathologically. A much deeper need demands 
satisfaction and this need is of great significance in the psychopathology 
of alcoholism. This urge is a demand for regression to lower levels— 
levels of lessened responsibility, immaturity and, finally, fantasy. 
Here we are dealing with something very ancient, as old as alcohol 
itself, the ever-present necessity for a technique which may be relied 
upon to blur the sharp outlines of reality and to soften its hardest blows. 
That the journey to regressive levels is the raison d’étre for pathologic 
drinking is obvious. Even in more or less normal social drinking, 
alcohol quickly dissolves, for the drinker, the garments of sober 
responsibility and years and temporarily reclothes him with the vest- 
ments of carefree youth. In pathologic drinking very deep levels of 
regression are commonly observed, even descent to the level of in- 
fantile helplessness with abandonment of control of the ordinary 
bodily functions. 

A careful study of the life histories of many alcoholic patients would 
seem to indicate that one is fairly close to the fundamental causation 
in the discovery of the very frequent recurrence ofa childhood environ- 
ment which thwarted, and even completely blocked, the attainment of 
an adult emotional stature. The common pattern in these histories 
is one in which the psychological crime of parental loving-dominance 
Was perpetrated against the child. The aftermath is obvious. The 
time comes all too quickly when the child arrives at the chronological 
age at which society expects and demands emotional maturity accom- 
Panied by adult behaviour. The emotionally immature individual 
makes a sorry attempt to satisfy these demands by a few futile and in- 
adequate gestures. He fails. Society begins to exact the penalty for 
such failure. Perhaps the remainder of the picture, its alcoholic 
Component, is a matter of chance. But it is a chance in which the 
dice are loaded, since alcohol is not only the most rapidly acting 
solvent of unpleasant reality, but is also the most available and least 
Socially reprehensible of the techniques for evading reality. 

Perhaps the theme has been advanced to the point at which the 
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definition the author has proposed for the chronic alcoholic should be 
repeated: ‘“The chronic alcoholic is the person who cannot face 
reality without alcohol, and yet whose adequate adjustment 
to reality is impossible so long as he uses alcohol.” 

The therapy of chronic alcoholism has certainly not arrived at a 
specific stage. For the present time, at least, it must continue to be a 
many-faceted plan of treatment. This presentation does not reach the 
dimensions of any discussion of the physical and pharmacologic aspects 
of therapy which embody some degree of usefulness for almost every 
patient; and which, in given instances, particularly in the presence of 
certain complications, may be therapeutically decisive. 

There will be considered only those treatment leads which may be 
properly called psychological. These are largely derived from the 
hypothesis that true chronic alcoholism is a psychoneurosis, defensive 
in character, with the object of. shutting out reality inimical to emotion- 
al immaturity—a mechanism which appears to be a logical aftermath 
of the stunting in childhood of the emotional growth. The therapy 
is designed to act as the corrective antidote to the usual type of “treat- 
ment” which the patient has been accorded—an illogical system of 
reward and punishment administered on a childhood level. 

A valid psychological method of treatment substitutes a skilled 
therapist for the wife, or husband, or the family, and sometimes, too, 
for the physician, who has been induced to play at the game of 
pseudo-treatment. The attitude of the skilled therapist is strictly 
impersonal, objective, and unemotional, and from the very beginning 
he declines to deal with anything but the mature segment in the per- 
sonality of the patient, no matter how minute that segment happens to 
be. The therapist is the clinical clerk noting the history as it is un- 
folded, interpreting its significance, guiding but never dictating. He 
does not even give directions as to the details of living surrounding the 
moot question of alcohol. “Shall I have alcohol in the house?” 
“Shall I serve it to my friends?” “May I go to the bar of my Club?” 
“Can I go to the neighbourhood tap-room to play darts?” The only 
mature, logical answer to such questions is this; “You shall, may, or 
can, or you shall not, may not, or cannot, just as you yourself decide.” 

While it is true that in the careful elicitation, elaboration, and in- 
terpretation of the history, the bull’s-eye of the target of the therapist 
is the alcoholism, yet it is even more true that the concentric rings 
surrounding that bull’s-cye, which are rich sources of understanding 
and therapy, are often hit. It is amazing how often, with a thoroughly 
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objective approach, such sources trace a pattern of emotional immatur- 
ity directly attributable to deficits in parent-child relationships. 

The therapist acts as an inhibitor of the marked tendency of the 
patient to travel into the erroneous paths and by-ways of self-deception 
or rationalization. He cannot tolerate naive beliefs on the part of 
Patients that they drink to excess because they are in poor physical 
health, have disagreeable wives, have rigid employers, have made bad 
Investments, or that the weather is stormy, finally descending to the 
very nadir of gross and obvious rationalizations. Nor can the therapist 
tolerate heroic gestures on the part of patients as to their reasons for 
desiring recovery. The therapist knows full well that while an 
alcoholic person may be genuinely and miserably remorseful at the 
Contemplation of the unhappiness of his wife, the degradation of his 
children, or the sadness of his old mother, yet the inevitable result of 
such pathos will be to drown it in the bathos of a tidal wave of alcohol. 

The highest hurdle that the alcoholic patient must finally succeed 


dn clearing is that of the acceptance of a completely non-alcoholic 


future. The difficulty of taking this hurdle is not entirely due to the 
renunciation of the pleasures of alcohol, but it is due, in considerable 
degree, to the emotional immaturity of the patient. His ego has been 
Somewhat pitifully shamed by the view he has had of his childish 
behaviour. . He wants to be a “man” and, somewhat paradoxically, 
he dallies overlong with the thought that a “man” can “take it or 
leave it”, When he finally does attain the emotional stature of adult- 


hood, he understands all too well that no ego belittlement is involved in 
the self-made decision that the only possible choice is never to take 
alcohol again. In any event, unless such a conviction is formed within 

d so definitely that it is inculcated into his 


the patient, and is forme 3 : 
Personality, then, although he may have long periods of sobriety, yet 
It has been said as illustrative 


e will n in complete recovery. 
Of the ener e IRE Aten that should the individual 
Pass beyond this vale of tears and be welcomed by the Guardian of the 
€avenly Gates proffering a cup o. 
automatically declined upon the 


alcohol. i f 
It is not necessary to reiterate the details of this treatment plan 


since everything that is done is subjected to the criterion of a mature 
Mtelligence. Of necessity there are many treatment steps which tend 
to decrease the time required to reach the recovery level. For in- 
Stance, it often seems wise to open the pathways for a change in the ` 


f heavenly ambrosia, it would be 
suspicion that it might contain 
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occupation of the patient. Such change is practically never moti- 
vated by the amount of alcoholic temptation inherent in the occupation 
itself, but because it may become an obvious inference from the history 
that the patient is unsuited for the work that he is trying to do, and that 
promising vocational potentials have either been not recognized or 
thwarted. Even when a change of occupation seems highly desirable, 
it would nevertheless be unwise, and contrary to the spirit of the treat- 
ment, for the patient simply to take the therapist’s word for the change. 
In other words, in this, as in all other things, the patient, from the 
vantage point of his increasing maturity, must make his own 
decision. . 

At may be recognized that too many rules would negate the value of 
such a plan of re-educational therapy. There are, however, two 
considerations to which the prospective patient must subscribe before 
the therapist is willing to accept him for treatment. For one thing; 
the patient must convince the therapist, at least in some degree, that 
he is undertaking treatment because he, himself, has recognized the 
necessity of attempting to emerge from the depths of his alcoholism 
and because, too, he feels that this plan of treatment promises a likeli- 
hood of accomplishing this purpose. Patients who present them- 
selves for treatment under promise, overpersuasion, threats or duress 
from the family will not succeed in getting well. a 

For the second thing, while agreements not to drink are quite alien 
to this form of treatment, and no non-drinking pacts in any form are 
extracted from the patient, yet he must be willing to agree to notify 
the therapist as soon as possible in the event of a relapse. 

The author is quite aware of the fact that he may be accused of 
psychological myopia in not stressing the significance of latent homo- 
sexuality as a factor in the shaping of pathologic drinking. On the 
other hand, he is convinced that this factor is significant in only 2 
relatively small segment of chronic alcoholism and a fraction of this 
segment is more satisfactorily dealt with by the psychoanalyst. A 
review of the long section of life histories of many patients would seem 
to emphasize the importance of what might be properly called “latent 
heterosexuality”, rather than latent homosexuality. Latent hetero- 
sexuality is part and parcel of the emotional immaturity and reveals 
itself as a kind of trifling with sex ; an incomplete sex life, and, in general, 
an unwillingness, or an inability, to put down the foundations which are 
needed in order to support a completed and mature structure of sex 
and its implications. 
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From several points of view the re-cducational plan of treatment, 
the outlines of which have been suggested, is psychobiologic in its 
Perspective. In both the study of life material and in the derived 
therapy, it is truly eclectic, since it utilizes in its plan every important 
€xperience and reaction of the personality in the life history of the 
patient, 


OTHER TOXIC PSYCHOSES 


.__ The discussion of the toxic psychoses may be closed by mention- 
ing a few pertinent facts, diagnostically identifying or therapeutically 
helpful. First it may be repeated that there are many exogenous poisons, 
including so-called “harmless” substances and drugs, which may 
elicit mental symptoms. Likewise any somatic illness may upset the 
mental stability. 

There are probably a quarter of a million drug addicts in the 
United States. 

In the treatment of opium and morphine addiction, withdrawal 
of the drug should almost never be long extended. l 

_ Fairly frequently cocaine habitues suffer from the illusory-delu- 
_ “tonal idea of worms and bugs crawling under the skin. 

The central nerve system is vulnerable to lead. There may be 
headache, restlessness, delirium, visual hallucinosis, persecutory 
delusions, convulsions, facial twitchings, inarticulate speech, sleepless- 
Ness, wrist and sometimes ankle drop, muscle atrophy usually of the 

and muscles, steppage gait and weakness or paralysis of the legs. 
steatment by the intravenous injection of sodium thiosulphate is 


™portant. y 
Arsenical poisoning tends to involve the lower rather than the 


Upper extremities. f 

Psychoses due to veronal and similar drugs may present a striking 
Tesemblance to paresis with facial tremors, speech defect, and a hazy 
Sensorium. 

There is a tendency to prescribe bromides ad lib., regardless of the 
fact that bromide intoxication with psychotic reactions is not at 
all infrequent. A blood bromide concentration above 150 mg. is 
dangerously high. The important aspect of therapy is the adminis- 
tration of sodium chloride gr. XV t.i.d. The bromide ion is replaced by 
the chloride ion establishing a chloride-bromide balance. 
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Marihuana, usually smoked in cigarettes, may produce serious 
mental disturbances, chiefly a dangerous manic-like delirium. 

Carbon monoxide poisoning has distinctive physical markings, 
including cherry-red lips, muscular rigidities and hypertonicities, 
ataxia, tremors, retropulsion, etc., and toxic delirium with, perhaps, 
positive spectrum analysis for CO. The condition is often fatal, 
developing into a paralysis agitans syndrome with acute lenticular 
degeneration. 

The endogenous toxicities and metabolic imbalances which may be 
at the roots of psychotic symptoms are legion. The mental picture has 
been sketched. A few distinguishing characteristics are noted. | 

In uremia, convulsions are prominent and the laboratory findings 
distinctive. y 

Hyperthyroidism in itself may condition a toxic psychosis; it 
may tincture the symptoms of an existing psychosis; it may excite a 
psychotic latency into activity or an existing psychosis may activate. 
hyperthyroid tendencies. 

The clinical blood-urine chemical findings are typical in diabetes. 

The blood picture in pernicious anaemia is diagnostic. 

Pellagra is somatically marked by the symmetrical, bilateral 
dermatitis and stomatitis and there may be a Korsakoff’s syndrome. 

In rheumatic fever and osteomyelitis there may be stuporous 
states preceded by ideas of death. . 

Influenza often has depressive reactions as an aftermath. 

As has been mentioned, such terms as “influenzal psychoses”, 
“cardiac psychoses”, “puerperal psychoses”, are not acceptable. 
They convey an impression of psychotic clinical entities, not justified 
by the clinical findings. For instance, in an analysis of puerperal 
and post-puerperal mental reactions, less than one-third of the patients 
had true toxic-exhaustive psychoses with pelvic or generalized in“ 
fections. The remainder were about evenly divided between manic- 
depressive and schizophrenia, with a scattering of paresis, psycho- 
neuroses, and other conditions. 
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if 
Functional Psychoses and Psychoneuroses 


GENERAL CONSIDERATIONS 


It is to be repeated and emphasized that the designation “func- 
tional” is by no means to be regarded as final. Some of the con- 
ditions which will be described as “functional”, notably manic- 
pressive and schizophrenia, present well-defined organic and toxic 
components, and it may well be that eventually they will be aligned 
With the organic and toxic psychoses. Nevertheless, at this cross- 
Section, many of the mechanisms at work in these psychoses are clearly 
on a nonstructional basis. Probably the first lesson to be learned is 
that, in addition to a somatic pathology determining human disease, 
ere is also, and quite as important, a motivating pathology which is 
Non-structural—a psychopathology. 
_ Itis to be reiterated here that he who pins his diagnostic faith upon 
Scrimination between “organic” and “functional” symptoms solely 
by their nature has misplaced his faith. The symptoms such as head- 
ache, backache, nausea, vomiting, tachycardia, visual disturbances, 
convulsions, are in any case real symptoms representing, in one in- 
Stance, inflammation and destruction of tissues; in the other, a marked 
disorder of function. In both situations the organs are not working as 
they should. 
A fair question is this: If the dynamic pathology is not located in 
Structure, where is it? The answer is this: Jt is in the ‘‘not-conscious”’ 
mind. What is the not-conscious mind and what does it contain? 
It May be thought of, at a minimum evaluation, as a great psychic 
Teservoir containing, in some fashion, records of all the experiences the 
individual has had during his, life span and his reactions to his life 
Experiences. It contains at least traces of all thought, emotion, and 
behaviour. The authenticity of a not-conscious mind is scarcely 
any longer a moot question. The study of mental material released 
during anaesthesia, in hypnosis, during dream life, in delirium, in 
association tests, etc., is conclusive. Furthermore, the contributions 
“Of psychosomatic medicine have been very clarifying. For instance, 
it is accepted that the determining factor in peptic ulcer may be a long- 


- = 
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existing anxiety, the patient not being aware of the nature of the under- 
lying emotional conflict. Finally, while physical matter may be 
changed so that its original form can no longer be recognized, yet it 
can never be totally destroyed, i.e., effaced, as though it had never been.: 
So, too, a thought, an emotion, an experience, once it has occurred, 
although it may be buried (forgotten), modified, changed, and, as it 
were, camouflaged so that it no longer can be identified, yet it cannot 
be wiped out as though it had never been. 

The not-conscious mind contains a vast amount of material. 
Among other things there are many trends or drives in the direction of 
various kinds of behaviour. For want of a better name, these trends 
or drives are called “complexes”. A complex, traditionally defined 
as a group of ideas held together by a strong emotional bond demand- 
ing expression in consciousness, is the most common and harmless 
thing in the world, unless it meets one or the other or both of two con- 
ditions. The first of these conditions is that the complex falls too far 
short of the ego of the patient, which, in a few words, is his measuring- 
rod, a kind of self-criterion of what he feels he should be, the self-ideal. 
The second condition is that the complex is of such a nature that if it 
should attempt to express itself directly in action, it would at once en- 
counter the censure of society, the adverse judgment of the herd. The 
complex being denied expression in everyday conscious life, the way is 
paved for the conflict. 

The conflict is probably the most vital and dynamic conception, 
and unless the clinician is able to visualize it as a very real and actua 
happening, he can scarcely have any telling faith in the validity of 
psychopathologic mechanisms. Conflict, of course, means struggle- 
Mental conflict, therefore, refers to the clash or struggle between the 
various and often sharply. divergent tendencies of the mind. Such 
desires and tendencies are almost without number, but they fall in 
three great categories—ego, sex, and herd—and it does not seem to? 
much to say that, at the roots of every neurosis, there is the warring 
between the often irreconcilable demands of self or sex, and 0 
society. But these considerations, again, must o beyond mere 
interesting speculation. If they are to have clinical and therapeutic 
application, they must be comprehended clearly and put into practice: 

It is in the “not-conscious” mind that the emotional conflict is 
fought out. A compromise must be effected. If the compromise is 2 . 
pathologic one, unconscious mechanisms, determined largely by the 
individual personality, are set into motion and psychoneuroti¢ 
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symptoms appear on the surface, as hysteria, neurasthenia, and 
anxiety states, and as a host of functional symptoms, often super- 
imposed upon underlying organic pathology. 


CONVERSION HYSTERIA 


In Conversion Hysteria the mechanism is relatively simple. 
There is the deep-seated conflict, the clash between irreconcilable 
drives calling for opposing courses of conduct. There are innumerable 
Varieties of conflicts. In the so-called “‘shell-shock” of modern war- 
fare, which is conversion hysteria, the conflict is between the deep- 
rooted and dominant instinct of self-preservation and the expectations 
and demands of soldierly ideals and conduct, bravery and disregard of 
life. The hysterical reactions are protective—blindness, deafness, 
Paralyses, and many other symptoms. 

A young woman, after much badgering by her family, finally con- 
sented to marry a very wealthy old man. As she approached the 
altar she fell to the floor of the church, completely paralysed from the 
Waist down. She was in love with a penniless young sailor. 

Hysteria is a simple, naive, childlike device. It is almost like the 
expedient of a little child who closes his eyes to keep away the bogey- 
Man, 

Neurasthenia and anxiety states are much more complicated in 
their mechanism. The disturbing situation or conflict is not driven 
very deep into the not-conscious. It is fairly close to the surface. 
Furthermore, neurasthenia and pathologic anxiety usually require a 
much longer period for their full development. During this pre- 
Paratory phase, the mind is fatigued by the conflicting emotions; 
Possibly the resistance of the body is lowered and the emotional strain 
is expressed in the form of various physical sensations, fatigue, heart 
palpitation, muscular soreness, nausea, weakness, and the like. 

Asan illustration we may take a picture from one of my case records, 
a quarrel between husband and wife. The husband is accusing the 
Wife of sexual indifference and frigidity. It is an oft-repeated scene. 
He has accused her many times before. But this time he is more angry, 
More vehement, and even somewhat threatening. The wife defends 
herself, In turn she is apologetic, tearful, angry. The husband leaves 
rk. The wife feels tired, her heart palpitates, her muscles 


to go to his wo. 
are sore, she is nauseated and weak. She has felt this way before, 
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but this time the physical sensations remain. More or less constantly 
she continues to feel Weary, sore, nauseated, and often her heart 
palpitates. Other, and more distressing, sensations are added. She 
becomes interested in these sensations, complains about them, analyse 
them, wonders what they signify. Does she have this or that disease? 
Is she about to have a stroke? In truth her body is sound enough 
organically. She has neurasthenia. a 

Naturally the psychoneurosis did not begin suddenly and dramati- 
cally as has been described. There had been many antecedent years 
of strain, worry, and anxiety. For a long time the mind had been 2 
battle-ground of conflicting emotions with fear and repugnance at the 
very thought of the sex act contending against the strong desire to 
please her husband and retain his love. Inexpressibly wearied by end- 
less emotional stress, she began to suffer from various bodily sensations. 
At first they were intermittent and trivial; at last they became fixed 
and serious. 

These considerations have practical application in everyday . 
Practice. Hereisa common, concrete situation : You are consulted Py 
a woman fifty years old. She complains physically, of headache ani 
backache, of palpitation of the heart, and mentally, of unhappiness. 
It might be anything. A thorough physical examination is made an 
now the following information is before you: She is somewhat ue 
weight and fatigued; the urine shows a trace of albumen; the blooc 

' pressure is 150 systolic ; there is an old cervical tear; and the womb $ 
moderately retroverted. The large bowel is somewhat atonic, one 
tooth is infected, and probably she is at the climacteric. ane 

How will you proceed? Naturally, every physician will insist 
that the organic deviations be corrected and treated, but after this it 
Scems to me that the therapeutic attack will be determined by the 
physician’s innate beliefs concerning the real nature of such a symptom 
complex as is presented by his patient, who is, after all, one of many 
similar patients. If he somewhat narrowly regards the brain as the 
organ of the mind, he may have in his mind a Picture of ultra-micro- 
scopic brain pathology, possibly with a basis of gonadal disturbance, 
and proceed along such lines. Ifhe adheres to focal-infection theories, 
he will expect the removal of the infected tooth and possibly of the in- 
fected cervix uteri to accomplish a recovery. If he follows some 
modification of the school of Weir Mitchell, he will stake his thera- 
peutic hope wholly upon rest, isolation, over-feeding, massage, and 
other physical therapeutic resources, And, finally, if he is convinced 
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that, here and there, in the mass of the individual life experiences of 
the patient there may be found material that is exerting a harmful 
effect and is producing symptoms, then he will investigate psycho- 
pathologic mechanisms and seck to correct them. In each instance, 
the symptoms are real, the headache, the backache, the fatigue, the 
unhappiness, but their explanation and treatment differ very markedly 
according to the convictions of the attending physician. 

We have now arrived at a position embracing the following points: 
(1) There is a mind, the operations of which are not conscious. (2) 
This mind is the locus of extremely important pathology—a deter- 
Mining psychopathology. (3) Such psychopathology results from 
irreconcilable drives which dictate opposing courses of behaviour. 
(4) When an impasse is reached, the conflict may ‘be changed or con- 
verted into functional signs and symptoms. (5) According -to the 
personality of the patient, various mechanisms are utilized. They 
not only shape the functional symptoms, but disguise their real 


Purpose. 
Mechanisms. A few of the mental mechanisms are: regression, 
.Tationalization, repression, projection, and introjection (identi- 
fication). 


To regress means to go backward. It signifies a return to a 
former somewhat primitive and rather childish type of behaviour 
which has as its object the domination by the individual of some life 
Situation. Rationalization is a highiy effective but pathologic 
device which enables the neurotic patient to escape the disapproval of 
his own self-ideal and the condemnation of the herd by so camouflaging 
and bedecking unworthy motivations that even to that sternest critic, his 
own ego, they appear satisfactory, and even praiseworthy. Repression 
or active, purposeful forgetting and a whole group of dissociative 
Phenomena which may follow in its wake are of the utmost importance 
Since, in order to cure functional illness, one must-penetrate beyond the 
Veil of deceptive surface symptoms. | Both projection and introjec— 
tion, particularly the latter, are active mechanisms in the genesis of 
functional disease; they both give the patient a pathologic security. 
Projection does this by attributing innately determined difficulties 
to externals, i.e., people or conditions; introjection does so by merging 
or identifying the unsatisfactory self with others. They must be run 
to earth and removed, or at least modified, if the patient is to overcome 


his neurosis. 3 
When the symptoms belong to the obsessive-compulsive group, it 
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is helpful to think in terms of a mechanism of displacement, sub- 
stitution, and symbolism. 

If a stone is dropped in a tumbler brimful of water, some of the 
water runs over (displaced by the stone); the stone takes the place 
(substitution) of the displaced water and, finally, the stone represents 
(symbolizes) the water. An experiment is often performed in the 
laboratory on animals. If food is shown to a dog, saliva begins to 
flow, and the flow may be accurately measured. If, simultaneously 
with the exhibition of the food, a bell is rung and this is repeated a 
number of times, then finally, the mere ringing of the bell, without 
the food, serves to initiate the salivary flow. Colours and sounds may 
be similarly utilized. Animal psychologists have built up a large 
series of experimental observations on such phenomena. F 

Translated into psychopathologic terms, the following situation 
might be considered illustrative. A woman is made deathly sick with 
distressing nausea at the sight of a red rose. The facts of the case 
are these. Many years before she was betrayed and subsequently 
jilted by her lover. On the night of their last meeting she wore a red 
rose that he had given her. She never saw him again. 

Originally the actual happening, that is, the jilting, dishonour, and 
betrayal were closely linked in open consciousness with the resulting 
unhappy emotions (sorrow, shame, anger). After some time, the 
conscious mind and personality could no longer bear, to remember. 
Then the original and painful idea is displaced from the emotional 
reaction with which it had been joined and drops into the not-con- 
scious mind where it is not accessible to memory. This leaves free 
in consciousness the emotion, to which the idea was affixed. The free 
emotion becomes coupled with another idea, which, in itself, is neither 
unpleasant nor painful. In the cited case, the idea was ‘“‘red roses”. 
Thus, the thought “red roses” becomes a substitution, as it were, 4 
concealment, for the unpleasant memory of the jilting and betrayal 
and a symbol for it. The new union is not asecure one. The thought 
of the original happening tries to push back into consciousness, an 
whenever there is danger of it being remembered (as there is at the 
sight of a red rose) then there is nervous uneasiness, tension, anxicty 
and the sensation of physical sickness and nausea. The patient 
develops an obsessive fear of red roses, so that she avoids walking on 
streets where there are florists’ shops, and if she suspects that there is 4 
red rose in the house she screams and dashes out into the street. 

From all this there is a moral for mental hygiene. Emotions must 
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be somewhat desensitized. At some time in life, every one of us is 
embarrassed, humiliated, frightened, shamed, and occasionally, per- 
haps, even disgraced. If our only concern is to forget or to repress the 
disagreeable happening as quickly as possible, then we are in danger 
of retaining unattached emotions, which may be stirred into disquiet- ` 
Ing activity every time they come into contact with the object or thought 
that has become the symbol for the repressed idea. A moderate 
amount of thoughtful consideration of the whole affair, possibly a 
Sensible effort to repair some of the damage to self, a willingness to 
accept the situation frankly, and the intention to profit by the lesson the 
experience teaches, may all combine to avert the danger resulting from 
the retention of highly charged emotional fragments. 

The so-called sense of inferiority recurs with such „frequency 
that it deserves special consideration. A sense of inferiority usually 
begins in childhood and is, in effect, an idea or a set of ideas, strongly 

‘ound together emotionally, that makes us feel inferior to or in some 
Way less than our fellow men. We may be clearly aware of our own 
Personal belittlement, we may recognize it faintly, or we may be totally 
Unconscious of it, though it obviously expresses itself in our everyday 

ehaviour, 
_ Disappointment, failure, defeat, infirmity, are the seeds of the 
inferiority complex. We hate to be neglected, to remain unloved, to 

€ relegated to a lowly position. We desire to succeed, to master 
difficulties, to feel strong. Success is usually rewarded by the palm of 
Security, failure made worse by the agony of insecurity. The basis of 
inferiority may be physical, environmental, or mental, or a combina- 
tion of the three. 2 

The patient who has a sense of inferiority cannot stand still psy- 
chologically. He must go either forward or backward. And a 
Common method of retreat is the development of functional illness. 

he illness is very apt to be the last line of defence, the final fortress 
Of the mind, after more direct efforts at compensation have failed. 

Without help, the inferior is likely to drift into one or another of 
Several unwise compensations. There may be the cultivation of 
fancied superiority. There may be the creation of fictitious goals, 
far beyond the capacity or endowments of the patient. In the effort 
to disarm the ego, the so-called specialist attitude may be adopted and 
there may be the cultivation of odd, bizarre, esoteric, and impractical 
interests, For a time the patient may tread the path of opposites 
and obtain false and temporary security by damning those things in 
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life which he really envies and desires for himself. Finally, he may 
utilize the magic wand of phantasy and find relief from the nagging 
sense of inferiority by playing the game of unreality. Whatever 
method among these he may choose or unconsciously adopt it is rather 
sure to prove inadequate in the long run. The patient is then in 4 
psychological situation where a neurosis, and possibly even a psychosis, 
may come to his rescue. Conceivably a psychosis may through its 
very symptoms be self-corrective, but in a neurosis the inferiority must 
be traced to its sources before the patient can make much headway 
and before constructive compensation can be put into success 
operation. 

Perhaps sufficient foundation has been laid to prepare for ig 
discussion of the psychoses in which functional dynamics are prominen! 
and, particularly, for a consideration of the psychoneuroses. 


MANIC-DEPRESSIVE PSYCHOSES 


Etiology. Manic-depressive psychoses are more common a 
women. In incidence, manic-depressive is exceeded only by schizo 
phrenia. Its peak is in the fourth and fifth decades for women an 
slightly later for men. It is more prevalent in cities than in rur: 
districts and particularly appears in Jewish and negro women. Tha 
constitutional impress is deep in manic-depressive. In one-fifth © 
Vogt’s cases, the psychosis had been present in one of the parents, 
and in thirty-five per cent it appeared in the patient’s siblings. In 4 
considerable number of patients, predisposition reveals itself as de- 
pressive, manic, irritable and cyclothymic (“up and down” syntonic) 
dispositional markings. Perhaps the most significant contribution 
to the etiology of manic-depressive psychosis is the delineation of the 
pyknic habitus, with its fairly well-defined somatic and extroverte 
personality traits. (See page 46.) f 

Interpretation. I have been impressed by the frequency of 
cases in which the manic phase appears to be a compensation for the 
innate and environmental inferiorities of everyday living. In itself, 
the manic phase is a declaration of individual power and dominance- 
In the display of emotional, thought, and motor activities, not only 
does the patient demonstrate t hat his inhibitions are in abeyance, but 
he attempts to brush aside with scornful aggressiveness and eave 
the slightest opposition from the environment, Concretely, one often 
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Sees a particular compensation for a belittlement and humiliation of 
Previous life. Thus, a young woman who did not attain her ambition 
to become a professional singer, and whose first public appearance 
Was a humiliating failure, developed manic-depressive, and in each 
Manic attack she. was the “greatest prima donna of all time”, holding 
enthralled “vast audiences” by the “liquid magic” of her voice. 
_ Dr. William A. White presents one aspect of the psychopathology 
in manic-depressive as follows: 
“Manic-depressive psychosis is the type of extroversion reaction. 
hat is, the patients instead of turning within themselves (introversion) 
try to escape their difficulties (conflict) by a ‘flight into reality’. This 
flight into reality is the manic phase of the psychosis with its flight of 
ideas, distractibility and increased psychomotor activity during which 
le patient seems to be almost at the mercy of his environment, having 
18 attention diverted by every passing stimulus. The great activity 
Can be understood as a defence mechanism. The patient appears, 
Y his constant activity, to be covering every possible avenue of 
approach which might by any possibility touch his sore point (com- 
Plex), and so he rushes wildly from this possible source of danger to 
that, meanwhile keeping up a stream of diverting activities. He is at 
nce running away from his conflict—into reality—and trying to 
adequately defend every possible approach. On the other hand, a 
Study of the manic productions will disclose the fact that they refer 
to, they reanimate, so to speak, longed-for situations of the past, the 
Memories of which have been repressed. So in this sense the manic 
18 an ambivalent reaction, rushing into reality on the one hand, but 
on the other developing, under the cloak of hyperactivity and flight of 
ideas, a wish-fulfilling drama in which the forbidden thoughts come to 
Pesica hosis i therefore, not to b 
“Th te sive psychosis is seen, S o be 
dree ai Se by che e of the difficulty (conflict) with 
Which the patient has to deal, as by the way in which he deals with it. 
his method I have described as ‘flight into reality’, which is the 
Characteristic of the manic phase, while the failure to deal adequately 
With the difficulty is manifested by the depression of the depressive’ 
Phase. Tn depression, the defences have been broken down and the 
Patient is overwhelmed by a sense of his moral turpitude (self-accusa- 
tory delusions). P 
“Freud and other observers have called attention to the analogy 
between normal grief and mourning and pathologic depression. In 
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morbid melancholia, the loss of the love object is unconscious. In 
normal sorrow, the path to consciousness is open, therefore, sooner or 
later, the bond with the lost object of love may be severed and life 
taken up anew. In psychotic depression, the road to consciousness 3S 
closed. Freud’s hypothesis of the ‘id’ (the reservoir of instinctive 
energy, often primitive in its demands) ; the ‘ego’ the adaptive mechan- 
ism and, in a sense, the personality) ; the superego (the ego-ideal, the 
ethical layer ; the self-critique) provides this explanation of pathologic 
depression : ‘The superego has taken possession of the entire sadism of 
the individual, rages against the helpless ego that acknowledges its 
guilt and submits to punishment.’ ? (Oberndorf.) s 
Somatic Pathology. The somatic pathology uncovered ag 
manic-depressive is not specific, but it would be premature and unwis¢ 
to dismiss it casually. Psychogenesis has scarcely explained the 
periodicity of the psychosis; its abrupt, spontaneous appearance with- 
out evidence of significant precipitating situations in the environment 
and inheritance factors. 4 
Various findings have been reported: Disturbed carbohydrate ani 
lipoid metabolisms (McFarland and Goldstein) ; albuminuria and low 
or absent HCl in depression; high metabolic rate; leukocytic increas®, 
rise in temperature and pulse rate in mania, higher blood-pressure 
readings in both mania and melancholia (Toroten Sonden); i 
creased passage of bromide into the spinal fluid from the blood, notab. y 
in agitated depressions (Rothschild and Malamud) ; retarded visceri 
function, especially gastro-intestinal, with a tendency to ptosis 1? 
depression and the reverse pattern in excitement (Henry) ; at autopsy 
and in neuropathologic studies frequently there is evidence of over- 
compensation in the cardio-circulatory system, haemorrhages into the 
thyroid gland, adenomatous tendencies in the pancreas, pituitary 
adenoma, hyperplasia of the cortex of the adrenal and punctate 
haemorrhages, pituitary atrophies, large testicles and in general an 
increase in the size of the endocrine apparatus. Contrasted to 
schizophrenia, tuberculosis is quite infrequent. Generally speaking; 
the physical characteristics indicate a somatically dynamic individual. 
The physician will gain a clearer perspective if he surveys the 
symptomatology of manic-depressive psychosis from the plateau of the 
meaning or purpose of the symptoms: the decided attempt at over- 
compensations for personal inadequacies and environmental dis- 


* From Strecker and Ebaugh: Clinical Psychiatry. By permission of The Blakisto® 
Company, Publishers. 
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appointments of mundane life; the frantic effort emotionally, and in a 

Psychomotor sense, to assert power and escape the awareness of be- 

littlements and, in depression, the unconscious setting aside of self as 
supremely” sad and sinful. 

In mania there is in attitude and general behaviour and in the 
Stream of thought and speech the exhibition of an enormous energy 
drive, constant and severe motor activity, destructive and violent 
tendencies, and unceasing flow of speech with distractibility and flight 
oe ideas, singing, rhyming, profanity, obscenity, etc. In depression the 
Patient is inactive, sometimes almost motionless, head sunk on the chest, 
the Posture one of hopeless dejection. Thought and speech are difficult, 
limited, repetitive or absent—there are present retardation, poverty 
of thought and mutism. The mood is kaleidoscopic and abruptly 
Oscillating in mania—euphoria, exhilaration, exaltation, grandiosity, 
Pride, irritability, anger, hate, homicidal rage, etc. In depression the 
motional reactions are more fixed—feelings of inadequacy, sadness, 
dejection, misery, acute mental agony, and suicidal thoughts and at- 
tempts. Fear is not an unusual admixture of depression. 

Content of Thought and Special Preoccupations. Delusions 
are common. In mania, they are transient and fulfil wishes not 
Satisfied in normal life. In the depressive phases, the delusions are 
More tenacious with depressive content, ideas of personal unworthiness 
and self-blame, hypochondriacal and somatic delusions: “Unpardon- 
able sin”, often referred to sex practices in childhood; “deserved” and 
horribly cruel punishments and tortures; “no stomach”, “stuffed 
intestines”, “rotten organs”, “dried-up brains”, etc. Many of these 

clusions lead to the patient’s refusal to eat. Illusions are often present, 
chiefly in very active mania with the delirious-like flight of ideas, and in 
pression, as a component of apprehension. f- ‘ 

Hallucinations are much rarer in manic-depressive than in 
Schizophrenia, occurring in less than twenty per cent of the cases. Ideas 
of reference, suspicions ‘and paranoid-persecutory delusions 
are more usual than is commonly believed, particularly in the group 
of climacteric psychoses. , 

RA, Mental Grasp, and Capacity. Generally speaking, 
manic-depressive is a relatively “clear psychosis, but in the hyper- 
Manic stages and in severe depression there is apt to be confusion, 
clouding of consciousness and uncertain orientation. 

Insight. Usually, patients, particularly in depressions, have 
Some appreciation of the fact that they are mentally ill, although in 

D 
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mania they are usually flippant about it “(Sure Pm a nut, so are 
you”) or often pretend they are quite sane. 

The clinical pattern that has been given is that of average “acute 
mania” and “acute depression”. The departures encountered will be 
in an upward and downward direction. Of greater intensity there will 
be hypermania and stuporous melancholia. Hypermania shows 4 
marked intensification of the emotional and psychomotor symptoms s0 
that delirium is strongly suggested. It carries with it the danger of 
exhaustion. Stuporous depression in its deeper portrayal is an almost 
complete cessation of reaction, motor and mental, to pain and emotional 
stimuli, seemingly with interruption of thought activity and mutism. 

In the direction of less intensity, there are hypomania and simia 
retardation. In simple retardation, usually there is not decide 
depression but there is apt to be lack of initiative and spontaneity, 
some loss of the “savour” of life and, usually (prominently), sluggish- 
ness and retardation of thought. In hypomania there is less dis- 
tractibility and less intense emotional swings than in acute mania. THA 
patient’s thoughts hang together fairly well. There is a plethora 9. 
words, but the “plans” they describe are not often practical and often 
are fantastic. The mood is irritable and sarcastic if any opposition 1$ 
expressed. The egotism is colossal, but sometimes there may be fae 
inkling of insight into it. Oie of my patiénts made a crude machine 
of pasteboard. She said it was an “‘I-ometer’’, and she pretended EY 
register it every time she made a reference to self. If it had registered, 
it soon would have been worn out. h 

Manic-depressive psychoses are very recurrent and show ae 
greatest variety of episodic patterns. There may be a single atta 
of excitement or depression or two or several attacks of only one of the 
phases with many years of quiescent normality between phase 
There may be alternating cycles, each cycle composed of a phase o. 
mania and a phase of melancholia ; there may be double alternating 
cycles; there may be a series of excitements or depressions spaced by 
quiescent periods. In fact, any pattern may obtain, Thus, manic- 
depressive may be relatively benign or, at the other end of the scale, 
it may be malignant, as in, so-called, circular insanity’ , where 
excitement follows depression and depression follows excitement 
without intermission, throughout pice greaten ae ofa lifetime. Usually 

fas A ins with a depressive reaction. 
pera 0 G benmi will be discussed after the consideration 
of Involutional Melancholia. 
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INVOLUTIONAL MELANCHOLIA 


Obviously, there are particular dangers and risks peculiar to the 
epoch of the climax and obviously, too, they are either preponderantly 
Somatic or preponderantly psychic. 

The flexibility and endurance of young tissues no longer exist, 
and the pelvis, the heart and circulatory apparatus, and the metabolic 
chemistry all become increasingly vulnerable. 

The armour of the psyche begins to wear a bit thin. If there is-a 
considerable flaw in the resistance of the personality, it may mean' a 
dangerous exposure. There is the encroachment of the many lia- 
bilities, intrinsic and extrinsic, of the climacteric. The period of 
Tegression has begun. Life cannot be lived over. Gone forever is 
the resiliency of youth. The mistakes of the past must stand. It is 
not at all remarkable that a usual accompaniment of the menopause 
is a certain amount of anxiety, apprehension, and indecision. 

Definitely imperilled is the rigid, meticulous, slave-to-detail per- 
Sonality, the combination of perfectionist and New England con- 
Science. There is scarcely enough resistive strength to turn away the 
increasing number of outer and inner thrusts. No longer can the in- 
tegrity of the total personality stand up under the lash of an over- 
developed and unrelenting superego. Too often, such individuals are 
through with fighting and accept the coup de grace of a psychosis. 


All in all, the climacteric, not only for women but also for men, is 


an epoch of insecurity. It carries with it a triple threat: somatic, 
Notably cardiovascular, pelvic, chemico-endocrino-metabolic ; environ- 


mental, such as the increasing likelihood of failure to attain success in 
ife, financial reverses, disappointments, family worries, and the in- 
Creasing toll of relatives and friends taken by death; the inner psychic 
turmoil and perhaps disaster wrought in a vulnerable personality. 
Etiology. The addition of a few facts, largely statistical, more or 
less complete our etiologic information. 


The sex ratio is about 3 women to I man. a 
The age range in women 1S from about 40 (or even earlier if there 


has been an artificial menopause) to about 55; in men, roughly from 
50 to 65, ae ; i ; 

Often it seems that the “step” from climacteric to psychosis is a 
relatively short one- In other words, even within the so-called 
“normal” range, it is not unusual to find patterns of jealousy, rapidly 
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shifting emotional states, mild depressive reactions, impulsiveness of 
conduct, marked irritability, hypochondriac sensations. ; I 
It seems to me that before completing an utterly drab picture, 
should paint in a few bright lights. In one sense, it is true that the 
climacteric is the beginning of the end, but it is a “long last” and, 
likewise, it is true that only in its accomplishment, and, perhaps, for 4 
subsequent decade, is a peak attained. It is the mature peak of i: 
tellect, emotion, and experience. Often, in the Europe of the pan 
intelligent women in this age epoch directed and, indeed, some a 
dominated to an amazing degree the political and cultural Ova 
of the day. This has been far less true in the United States, wi 
advertising Propaganda has erected a pedestal and placed upon it f 
“boyish, slenderized form of flaming feminine youth” whose develop A 
ment from the neck up will require many years before it is aar 
mated. Somewhat feebly perhaps I have lifted this lance of argum e 
and promise against the “old wives’ tales” to their segon ir 
at the menopause they are apt to “go insane”, that at that time t aE, 
husbands will lose interest in them and seek the company of young’ 
and more attractive women and, in short, that it is a direful an 
calamitous period of life, : scularly 
Symptomatology. Do the involutional psychoses, particular 
involutional melancholia, belong to the manic-depressive gok Jf 
I may shortly be in deep clinical water, but if I could restrict Ra 
to the following simple characterization of involutional melancho 
no great difficulties would be encountered. He 
1. It is a psychosis occurring during the “time” of the cimae 
—“time” being flexibly interpreted from the standpoints both oft 
age and the duration of the process. - t 
2. There is no history of any previous manic-depressive episodes. 
3- There is a clinical pattern in which motor retardation is replace 
by motor overactivity, ranging from restlessness to frenzied agitation: 
The depression is just as deep, or even deeper, as is witnessed in the 
depressive phase of manic-depressive; the self-accusation is often more 
Pronounced and the suicidal trends more dangerous, since there is less 
apt to be the paralysing effect of retardation. In a considerable seg- 
ment of the patients the ideational processes are active with a rich 
association of ideas, but in even a larger Segment there is poverty ° 
thought. Although the patient may be vocally energetic, the languag? 
is largely repetitive, i.e., “Oh, my God !” or, “My God ! etc. 
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The leading symptomatic motifs in an average instance of in- 
volutional melancholia may be briefly summarized as follows: 

Emotional State. This is tharacterized by marked depression, 
often presenting strong admixtures of apprehension. 

Selfblame and self-accusation are usually quite severe. There 
are apt to be interesting admixtures of the grandiose: this has not 
teceived sufficient clinical attention. One patient in a state of 
frenzied selfaccusation tells of the punishment she will receive: 

I am to be boiled to death in a solid gold kettle!” There is another 
patient who, failing to produce horror and disgust in the psychiatrist, 
Invariably concludes her story of her “vile sexual life” by describing 
with much histrionic effect “the night when I had sexual relations 
with forty-three Russians”. 

Somatic Delusional Formation. This is frequently a part 
Of the clinical picture and varies from hypochondriasis to the expression 
of gross somatic delusions: “Everything gone—everything out of me, 
No stomach, no lungs, no insides, just a shell. All my organs have 
Passed out of my rectum. There is nothing in between. There is 
Nothing left but hands and feet and eyes. This is a miracle—no 
breath—or anything—Oh, God!—not an earthly thing is left.” 

Motor State. Here, as has been indicated, there is a range from 
Mere restlessness to frenzied agitation. 

Consciousness and Orientation. All in all, these functions 
are amazingly little disturbed, and frequently a patient will interrupt 
a delusional outburst in order to observe with clarity and report with 
Accuracy some trivial incident that has occurred within the range of her 
Vision, 

If one could stop here it would be well and good, but one cannot. 

here are innumerable modifications of this clinical picture. Only 
a few of these modifications may be mentioned: feelings of unreality ; 
nihilistic, delusional conceptions; ideas of poverty, katatonic* pheno- 
mena; many emotional shadings including pessimism, irritability, 
Sarcasm, irony, sadistical attitudes, hallucinosis, and, finally, paranoid 
trends, often well developed and systematically presented and with a 


Considerable sexual content. } 2 pre 
These modifications and sometimes distortions of the original 


toms have been noted in depressions, particularly in climacteric 
d fixed attitudes, negativism, catalepsy, stereotopy, grimacing, 
ovement, etc. Also, in the same group of patients, I have 
impulsive violence, resistiveness, destructiveness, violent 
mutism, and retention of urine and faeces. A 7 


* Many katatonic symp 
Psychoses, I have reporte 
mannerisms, automatic m 
Observed refusal of food, 
Scolding, unapproachability, 
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pattern have led to the inclusion of a vast amount of allied and alien 
clinical material. Thus, there have been included at the earlier end 
of the age scale many late schizophrenia reactions and, at the later end, 
arteriosclerotic reaction types. 

This is not laudable psychiatry. Naming things too soon, belo 
sufficient information has been acquired, blocks the accumulation j 
knowledge. Hair-splitting discriminations, with the addition © 
high-sounding nomenclature, have not really opened up the unex- 
plored areas of the territory of the involutional psychoses. f 

The so-called reactive depressions constitute a significant 
exception. Since they probably do not carry with them the con- 
stitutional implications of manic-depressive, it is important that pe 
be clearly distinguished. They are marked chiefly by the fact tha 
they are severe emotional reactions to real and disruptive life situations, 
and the connecting thread between the “cause”, i.e., the life situation, 
and the “effect”, i.e., the depression, remains unbroken in the mind oe 
the patient for a long time and, not infrequently, is never lost. (Se 

age 40. 
Š ee and Prognosis. The first attack is usually a deo 
sion, likely to occur between the ages of 15.and 25, and is generally 
short-lived, about three months. The outlook for recovery fom 
individual attacks and cycles is quite good, with little or no resio a 
damage, unless there is the intrusion of a complicating factor such x 
arteriosclerosis. The recurrent tendency is marked and often the 
attacks become longer and more severe and the quiescent intervals 
shorter. Gross somatic and nihilistic delusions and a prominent 
schizophrenia-like clinical segment are unfavourable. 4 

I have observed that (1) the recovery rate is higher in the Jew an 
Trish and lower in the mixed American types. (2) With initial onset 
before 40 the recovery rate was higher than when it occurred later, an 
with the onset before 30 the prognosis was better in the proportion o 
7 to 3. (3) When manic phases predominated, the prognosis was 
better. (4) The outlook in the mixed forms, agitated depressions, was 
somewhat better than in the other forms. ( 5) The majority of deaths 
were circulatory. (6) In the unrecovered group there was 28 per cent 
direct psychotic ancestry (parents) as contrasted to 8 per cent in the 
recovered group. (7) From the personality studies it seemed fair tO 
draw the following conclusions: First: that the possession òf a per- 
sonality of purely clinical type (the type which one would natur- 
ally expect to develop an affective psychosis, i.e. cycloid) did not 
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necessarily indicate a favourable prognosis. Second: patients revealing 
identification and projection in marked degrees had a poorer prognosis 
4 ‘an those who did not evidence such mechanisms. Third: pre- 
a eRe oral traits in the pre-psychotic personality were indicative 
ot a poorer prognosis than predominantly anal personality character- 
istics. (8) While no one previously acquired disease or group of diseases 
may be said to predispose to psychotic chronicity, yet the evidence of 
eee disease was more frequent in the unrecovered patients. 
mt factors as severe and repeated infectious processes, widespread or 
urrent organic disease, tend to weaken the reserve force of the 
Patient, prevent adequate compensations, and may favour the develop- 
pact of a morbid exhaustibility predisposing to more regressive 
ypes of reaction. (g) From the standpoint of the psychotic content 
ae Appearance of paranoid trends, hallucinosis, somatic delusions, 
ucidal trends and stupor were relatively unfavourable prognostic 
Clements, while frank erotic reactions and psychoneurotic reactions 
Not unfavourably influence the outlook. (10) From the standpoint 
of the somatic content of the psychoses, the cardiovascular-renal 
isease. complex rendered the outlook for recovery less favourable. 
urthermore, it may be said that, in general, toxic factors and pro- 
nounced physical disease promote regression and interfere with 
adequate effort at rehabilitation. y 
Inyolutional melancholia tends to be a lengthy psychosis. A 
more is not uncommon. The recovery rate is 
‘About 25 to 32 per cent become chronic, 
and about 1 of every 5 die by suicide and intercurrent disease. 
Unfavourable prognostic indications are: a duration of more than 
One year, an‘age of more than fifty-five years, the intrusion of symptoms 
referable to arteriosclerosis of the cerebral vessels, marked insufficiency 
of affect, peevishness, autoerotic behaviour, and continued gross 


Somatic delusions. 


aoe of a year or 
Out 23 to 40 per cent. 


F MANIG-DEPRESSIVE PSYCHOSES 


TR p O. 
EATMENT NVOLUTIONAL MELANCHOLIA 


AND INV 
Every patient should have a thorough examination and, whenever 
feasible, foci of infection should be removed, morbidities corrected 


and their damaging effects lessened. 
The majority of patien s ^s least at some stage of the illness, must 


be treated in mental hospitals and sanatoria. 
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Manic-depressive patients need much help and protection. Suicide 
is a considerable risk, perhaps greater when the patient is seemingly 
improving and during convalescence, since supervision may be relaxed 
at this time. Visitors who argue with patients or attempt to “‘cheer 
them” with Pollyanna-like bromides should be tactfully discouraged 
from visiting. Manic patients in their headlong activity sustain many 
bruises, abrasions, and lacerations which must be treated promptly 
to prevent infection. Manic patients should be protected against the 
consequences of their erotic tendencies. There should be precautions 
against the danger of swallowing all manner of articles—pins, needles, 
Screws, ‘nails, hairpins, corset steels, etc. (manic patients do this mis- 
chievously and depressed patients with suicidal intent): the bladder 
and bowel functions must be carefully watched, since laxatives, enemata, 
and catheterization are often required. , 

Nutrition. Nutrition must be carefully watched. The se 
patient may be “too busy” to eat or may devour food voraciously an 
unwisely, and depressed patients may refuse to eat or take next 1 
nothing. From time to time, especially in depressions, arn 
feeding may be required. Nasal feeding is the more satisfactory, an t 
well-balanced diet may be given via the tube, so that the patien 
actually gains weight. 

“Sleep,” Beertine and Physiotherapy. The object should be 
to obtain sufficient sleep by the aid of the neutral bath and other 
hydrotherapeutic and physiotherapeutic measures. However, it 5a 
practically always necessary to resort to a certain amount of hypnot! 
(not narcotic) medication. Depressed patients are very inactive an 
Provision should be made for exercise, if needs be by passive move- 
ments. Massage is helpful. 

Pharmacology. In addition to hypnotic medication, there 
are many clinical areas in manic-depressive territory in which drugs 
may be effectively used. In a small group of depressed patients my 
associate, Harold Palmer, and I have had encouraging results from the 
employment of haematoporphyrin, given orally, particularly in cong 
junctions with ultra-violet irradiation. Apparently the permeability 
to light absorption is increased. If there are no contraindications, 
such as hypertension, small doses of benzedrine sulphate (5-15 mg. 
daily) may be helpful in the retarded depressions. Although the 
administration of theelin, progynon stilbestrol, and other estrogenic 
substances sometimes give good results in some of the climacteric 
psychoses, yet researches have not yet progressed much beyond the 
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point represented by this statement: Endocrine therapy still gives 
more promise than fulfilment, but the promise is a valid one. Even 
though the clinical course is not much influenced, yet stilbestrol 
Siven orally to women is capable of producing estrin saturation, “as 
evidenced by the changes in urinary A.P.H. and estrin values, by the 
induced uterine bleeding, and by other clinical signs of estrin effect. 
_ “Testosterone administered by intramuscular injection in male 
Involutionals is capable of producing sexual stimulation, a general 
Improvement in physical well-being, and may reduce symptoms arising 
from benign prostatic hypertrophy. Its beneficial effect in the psy- 
chotic states is questionable, but some improvement has been noted 
In two men with early involutional melancholia. i 
.“Parathormone administered hypodermically in twice daily doses 
of 50 and 100 units, together with calcium and ammonium chloride, 
Increases serum calcium levels. This therapy has no effect on the 
clinical course of the disorder.” A : 
_ Occupational Therapy. Unquestionably, occupational therapy 
1s the most fruitful treatment adjunct. The nature of the finished 
Product is not important. Important are the facts that energy that 
Would be uselessly or even destructively expanded by the manic 


Patient is turned into interesting channels; that the work is a hostage 
vill be returned; and that 


to the reality to which it is hoped the patient v h 
gloomy, foreboding, and suicidal thoughts are made less oppressive 
and sometimes transmuted into faint stirrings of hope which may 


Stow into recovery. Bea aati 
I knew the instance of a talented woman, a sculptress, cep in the 
throes of a profound melancholia. Retrospectively, she told of being 
tormented almost constantly by horrible suicidal thoughts, always 
With the content of finding déath by breaking her neck. She was in- 
duced to try her sculpturing again- Finally, she completed a beautiful 
figurine, a female figure, head thrown back at a right angle to the 
i ert k. The completion of the 


bod A ing down the bac 
T png hait rare E e end of the melancholia. Soon the 


Surin beginnin nc Sc 
Patient haere eerie confided eae ne ma thinking and 
planni t of her into the modelling ctay. 

ning had passed out 0 eos ete eee 


Nursing Care. In order success!ub'y 1 l 
Patients, Te nurse needs much more equipment than skilled nursing 


techniques. She needs, too, more than the wit to keep one step ahead 
of the xhischievous proclivities of the manic patient and the fore- 
Ought to circumvent the suicidal planning of the depressed patient. 


106 FUNDAMENTALS OF PSYCHIATRY 


A nurse is with the patient almost constantly. It is of the utmost 
importance not only that they be skilled in psychiatric nursing tech- 
niques but also that they have an adequate understanding of the psycho- 
pathology of the involutional psychosis. Unless they are thus equipped 
they cannot intelligently combat the attempt of the patient to remain 
under the cover of unreality, nor can they be effective in assisting the 
physician in leading the patient back to reality. 

Psychotherapy. In the large majority of instances patients 
are not accessible to anything but the simpler forms of psychotherapy. 
However, it is a mistake to underestimate the importance of simple 
reassuring and suggestion therapy. Many recovered patients testify 
to the courage they derived from reiterated suggestion and reassurance. 

At least, during the attacks, it is doubtful if formal psycho-analytical 
treatment is advisable. 

Preventive Therapy. It is probably feasible during child- 
hood to strive to gain for the child a working balance between ex- 
troverted and introverted qualities of personality. Much sound 
work has been done with various techniques designed to socialize quiet, 
shy, “day-dreaming”, introverted Joungsters. Inculcating a reasonable 
amount of reflection and forethought before going into action into 
the personalities of over-extroverted and over-impulsive children should be 
practical and valuable for their futures. Such training programmes 
conceivably might lessen the danger of manic-depressive psychosis 
later on in adult life. All in all, the world in which we live is a bit too 
noisy and extroverted. The majority of human beings would be 
better off if occasionally they had quiet places in which to think and 
worthwhile things to think about. 

In the involutional psychoses, preventive treatment has not been 
sufficiently stressed. At the approach of the climacteric, every 
woman is entitled to a cardiovascular and pelvic examination and an 
endocrine survey; every man should have a thorough examination. 
Advances and researches, important and sometimes brilliant, in the 
field of endocrine chemistry make excellent prophylactic promise for 
the future. E 

In the area of protective, psychologic therapy, there is an opportu- 
nity for pioneer mental hygiene. To sweep away the clutter of 
ignorance, superstition, and sexual folklore, which has accumulated 
around the truth of the climacteric, would in itself be a noteworthy 
achievement. The physician can be constructively helpful without 
trespassing beyond the limitations of honesty. I doubt if an attitude 
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of expansive optimism and Pollyannaish preachments along the lines 
of “business as usual” during the climacteric is truly helpful. True 
enough, it is a natural epoch, but so is the childbearing period natural 
and physiologic, yet many women do lose their lives in childbirth. 
Actually, the complexities of modern civilization have introduced 
complicating factors, personal and social, so that the terms “natural” 
and “physiologic” must be used with considerable reservation in con- 
sidering the climacteric and in attempts to protect human beings from 
its hazards. 


DRASTIC THERAPIES IN MANIC-DEPRESSIVE 
PSYCHOSES 


Within recent years therapy has been enriched by the introduction 
of the drastic therapies. Some of these therapies are applicable to 
manic-depressive psychoses. 

_ Prolonged Narcosis. This may be quite helpful, particularly 
in some of the manic reactions. We prefer the use of the barbituric 
acid derivates, since, if necessary, treatment can be quickly terminated 
by picrotoxin. After a careful physical examination, sodium amytal 
is given by mouth, vein, or rectum in doses of 6-9 grains. There is no 
prescribed dosage and enough must be given to keep the patient asleep. 
The patient may be permitted to “come out” just enough, so that, with 
the help of a nurse, feeding may be accomplished or tube feeding may 
be employed. Fluids by venoclysis and hypodermoclysis may be 
needed if there is evidence of dehydration. Skin and oral hygiene 
must be carefully maintained. The treatment is best given in a quiet, 
darkened room and the nursing care must be adequate. Marked 


Signs of drug toxicity, cardiovascular collapse, temperature alteration 
(x degree below or 2 degrees above normal), or convulsions, indicate 
that treatment should be terminated. Otherwise it is continued from 


ten to fourteen days. 

_ The patient should awaken in n 
ings. It is important that the psy 
significant conflict material which 
Psychosis or at any time during narcosis. 


should be given. 
Again, in both manic and depressed phases, convulsive therapy 


May be administered. Metrazol alone, metrazol with curare, or the 
electroshock apparatus are used. We much prefer the machine. 


ew, bright, and cheerful surround- 
chiatrist discuss with the patient 

has come to light during the 
Useful positive suggestions 
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Among other advantages it produces instantaneous unconsciousness 
and is more controllable. í 

The candidate for convulsive therapy should have careful pre- 
liminary examinations, particularly as to the integrity of the cardio- 
vascular system and the osseous structure, with particular attention 
to the vertebral column. 

The selective field for convulsive therapy is involutional melan- 
cholia. We have obtained excellent clinical results which seem to be 
enduring. If the preliminary examinations, particularly the cardio- 
vascular survey and the Röntgen-ray examination of the vertebral 
column are carefully and thoroughly made, the risk is slight. It 
remains to be seen whether the recoveries will survive over a period of 
time. 

The operation of prefrontal leukotomy was suggested in 1936 by 
Moniz, a Portuguese surgeon. Originally, he employed alcohol 
injections into the centrum ovale. Later, he used the technique of 
cutting, with a leukotome in the prefrontal area bilaterally, three cores, 
one mm. in diameter, leaving the cut tissue in situ. 

In selected cases the clinical results appear to be quite good. An 
important factor in the production of improvement is the cleavage 
that is produced by the operation between the ideational content of the 
psychosis and the vivid and dynamic emotional matrix of appre- 
hensive depression in which it is embedded. 

With a single exception, I have refrained from advising the opera- 
tion of prefrontal leukotomy in involutional melancholia. This 
conservatism has resulted from adherence to the following rather rigid 
criteria: a duration of the psychosis for more than one year, un- 
questionable chronicity, absence of cardiovascular and other con- 
traindications to brain surgery, failure of all other methods of therapy, 
or the presence of an exceedingly severe symptomatology with a 
strongly moving apprehensive-depressive content so that the life of the 
patient is extremely burdensome and the care of the patient unsatis- 
factory. 3 


SCHIZOPHRENIA 


From the vantage point of the observation and study of many 
manic-depressive and schizophrenic patients, one is impressed by the 
sharply divergent behaviour in the two psychoses. The mani? 
patient is turbulent and often aggressive, charging headlong against the 
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environment. The schizophrenic evades contacts with the environment. 
His psychosis is a highly intricate, unconscious escape mechanism. 
All the symptoms of schizophrenia support the retreat from reality 
and carefully guard even the outposts of his mental isolationism. In- 
deed, long before the actual mental symptoms appear, the individual 
has demonstrated in his personality a somewhat quiet, shy, retiring, 
inactive, not very sociable but very thoughtful, long-visioned intro- 
verted make-up. Perhaps, also, he may have an “asthenic” or leptic 
physical habitus. 

It should be emphasized again that there is nothing abnormal or 
pathologic in being an introvert, any more than in being an extrovert. 
However, just as the decided extrovert is potentially the victim of 
manic-depressive psychosis, so is the extreme introvert somewhat 
Prone to schizophrenia. Perhaps it will avoid confusion if we desig- 
nate the former “‘syntonic” and the latter “schizoid”. It will be 
convenient to understand by these designations that something in- 
nately exists or has been added, in the one instance to the extroverted 
Personality, in the other to the introverted make-up. This “X” or 
unknown quantity opens directly the pathways leading into, respec- 
tively, manic-depressive psychosis and schizophrenia. 


A CLINIC ON SCHIZOPHRENIA 


The conception of schizophrenia may be further clarified by pre- 


senting a clinic as given by the author.* 
“You have come to understand that al 
Variations in the expression of schizophrenia, yet, after all, there is a 
more or less common symptomatic pattern. To begin with, the 
patients all tend to be young. Undoubtedly you have noted that there 
is something seriously wrong with their emotional lives. At present 
We may go no further than to say that they do not react emotionally as 
normal people do. Neither do they react as do patients who have 
manic-depressive psychosis. Here (in manic-depressive) it is true that 
the emotional reaction is out of all proportion to that witnessed in 
normal life, but still it is quite understandable. Furthermore, you 
Observed that these schizophrenic patients seem to live in a world of 
their own, This is so apparent that on casual observation one would 


linics of North America, XVI, 1. W. B. Saunders ' 


though there are wide 


* Previously printed in Medical C: 
Company, Publishers. 
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be inclined to believe that they were completely divorced from the 
world as we see it. One would judge that they did not know the day 
of the week or have any correct impression as to time. Neither do they 
recognize those with whom they come into contact, nor the place in 
which they are situated. You will remember that it was startling to 
find out, on close examination, that they did know all these things. 
In other words, they were ‘clear’. 

“On the other hand, it was obvious that they were indifferent 
and apathetic and, as you know, I compared their attitude towards 
their environment to that of a man who was unable to entirely escape 
from the contemplation of a play which bored him greatly. 

“We also discovered that many of these patients had curious ideas 
and believed that various individuals or organizations were seeking to 
annoy them in many ways and were even persecuting them. Many of 
these unfortunate patients felt that everything that transpired in their 
vicinity had a direct reference to them, usually in a derogatory or in- 
sulting way. This affected even the most casual happenings, and we 
called this symptom, an idea of reference, Again, some of these 
patients had most bizarre ideas concerning the organs of their bodies. 
They believed for instance, that the passage of the throat was sealed, 
that they had no stomach or viscera; and, more frequently, that their 
sexual apparatus had been disturbed, distorted, or misused by malign 
influences from without. Furthermore, the majority of these patients 
had hallucinations which might involve any of the special senses but 
particularly the sense of hearing. They could hear the voices of their 
enemies abusing and vilifying them in a most outrageous fashion. 

“Finally, you were shown an amazing symptom called katatonia, 
in which the patient was mute, did not respond to pinpricks, and in 
which his limbs could be placed in awkward positions and seemingly 
be moulded almost as if they were made of wax. Sometimes when 
these patients broke into speech it sounded like gibberish and seemed to 
have no relation whatever to the environment. This symptom we 
designated as dissociation of thought. 

“Those are only a few of the symptoms of schizophrenia. They 
were presented to you as your professor of physical diagnosis might 
present to you heart murmurs or rales in the lungs. But you woul 
not be satisfied at hearing these curious sounds. You would want to 
know why the patient has them and what mechanism causes them. S0, 
too, I trust, you are not satisfied with the presentation of even these 
highly interesting mental phenomena, but also you want to know why 
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the patient has them and what is their mechanism. For just as surely 
as there are mechanisms at the back of physical symptoms, so are there 
mechanisms at the root of the symptoms of schizophrenia. An attempt 
to understand these curious psychopathologic disturbances might be 
thought of as an effort to penetrate into the psychology of schizo- 
phrenia. 

“Naturally, the psychology of this disease covers an extraordinarily 
wide field. I have in mind to give you only a few elementary con- 
siderations. First, I will present to you a group of patients and to- 
gether we shall try to break through the surface crust of their symp- 
toms and see if we can find fundamental and dynamic psychopathology. 
For the purpose of brevity, we will omit everything but the salient 
features of their histories. 


Case I i 


“This young man is thirty years old. One maternal uncle com- 
mitted suicide in middle life but otherwise his family history is negative. 
His mother, who gave the history, described him as a ‘quiet’ and ‘good 
baby and child. During his ’teens he was shy, diffident, and reserved; 
did not like athletics, read a great deal, liked to be alone in his room, 
was painfully awkward and embarrassed at parties and was afraid of 
girls. He did exceedingly well in his studies and had excellent grades 
in high school and college. In college he had no friends except 

room-mate. i > 

“He wanted to study medicine and in 1924 was admitted to a 
Class A Medical School. His first year was uneventful. Apparently, 
the second year was hard for him. He complained that the work was 
difficult, developed headaches, could not concentrate and lost weight. 
He said several of his professors ‘had it in for him’ and had him 
‘spotted for a flunk’. i } i 

“One night, while alone in his room in a students’ boarding-house, 
studying for final examinations, he suddenly leaned out of the window 
and screamed loudly, ‘You dirty s——S of b——-s, stop flashing that 
light in my eyes.’ Then he was brought to the psychopathic pavilion. 

“He has many of the classical symptoms of schizophrenia. Often 
he is mute, but from time to time he will talk ina fragmentary manner 
about his persecutors. He calls them ‘mentalists’. They disarranged t 
his thoughts so that he could not study medicine! They call him vile 
names: ‘dirty dog’, ‘sex pervert’, etc. At night they direct a powerful 
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‘N Ray’ at him and rob him of his semen, etc. You will note that as 
he speaks of these happenings, he is little or not at all disturbed 
emotionally. He is not angry or violent or even worried as one would 
expect a man to be who believed himself subjected to abuse, torture, 
and persecution. Often he simpers in a silly fashion; there have been 
several periods of katatonia during which he was mute, made no 
response to pinpricks, had to be fed with a nasal tube and would 
retain his limbs in awkward positions for long periods of time. 

“You have observed that his coat is decorated with odds and ends 
of brightly coloured trash. ‘On his head he wears an old overseas 
cap with a tin gilt star pinned to it, Occasionally he raises his right 
arm, extending the index finger. From the notes it appears that this 
indicates that he is ‘the Highest Potent’. In spite of this.he does 


various odd chores about the ward and is not above retrieving and 
smoking half-consumed cigarettes.” ‘ 


Case II 


“The next patient is a young woman, twenty-three years old. Her 
father was a ne’er-do-well who served several short sentences in the 
county jail for various minor offences, Finally, he was shot and killed 
in a street brawl. Her mother and two older brothers and one sister 
are plain, uneducated, honest, hard-working people. 

“Her mother tells us she was always a ‘good? girl but very different 
from her sister, who liked boys and parties. Mary, the patient, was 


always serious and ‘worrisome’, In school she studied hard and 
‘fussed’ about her lessons. She went to churc 


“As a child she was not given any sex information and was not pre- 


hen thi : s 
greatly upset and felt that she had ‘sinned’, ee bared shea 


went tonightschool. This she had to abandon b a 

She was bitterly seat and called herself Le a Poor healt! 
“She did not get on well with the other girls in the fac 

thought she was ‘high hat’. She did not sige hewmen aon 
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ead ie shy and often painfully embarrassed when they discussed their 
oy friends or told off-colour stories. She had an acne skin eruption 
and thought ‘the girls talked about it’. 

Her mother states that ‘Mary wanted the boys to like her and 
wanted to be nice to them but did not know how’. Her sister teased 
her about this. 

“One young man did seem to be very fond of her and called a 
number of times to see her. Following his last visit, Mary became 
moody’, spoke very infrequently, ‘stared’, and occasionally smiled 
without reason. One afternoon soon after returning from work, she 
Went into the bathroom, took offall her clothing, and lightly gashed her 
wrist with one of her brother’s discarded razor blades. Then she 
began to scream and continued to scream for fifteen minutes. Her 
mother came to her assistance and she was brought to the psycho- 
pathic pavilion. This was seven months ago. 

“Soon after admission she became katatonic and for two months 
was mute and had to be tube-fed. She was often untidy and would lie 
on the floor with her arms outstretched in the shape of a cross. 
Occasionally she emitted piercing screams and once talked in a high- 
Pitched voice for about thirty minutes, scolding and apparently 
answering voices. 

“During the past few months she has 1 EE ES 
quently occurring adjective in the nurses’ description notes is ‘silly’. 

our after hour she smiles in a foolish, vapid manner. Soa) 
whispers, and when the words can be distinguished, they are Queen of 
caven’, ‘Heavenly Lover’, and ‘Immaculate Conception’. 

“She will not show any interest in occupation in the shop but helps 


Carry trays'in the ward.” 


been quiet; the most fre- 


Case II 


“This man is older than the other two patients. He is forty-two 
Years old. There is nothing remarkable in the family history. Our 
records of his early life are not very extensive but we do know that as a 

clusive’; as a young man, ‘odd, 


oy he was ‘bright, unsociable, and se 
eccentric, ekea iS and had few friends’. He graduated from high 


School and even spent a bit more than a year ina technical school. He 
Was requested to leave this school after a bitter quarrel with one of the 
faculty, He has told us that he is an inventor. He was brought to the 
Psychopathic pavilion because six months ago he went to the City 
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Hall, saw the secretary to the mayor, and told a confused, rambling 
story about his persecutions by his enemies. 

“He has just told you his story. As you see, it is not easy to follow. 
To begin with it is very illogical and quite vague. He has talked for 
about half an hour and there is left in our minds the thought that he 
has many enemies who are striving to keep him from putting an 1n- 
vention on the market. Furthermore, these said enemies persecute 
him and injure his reputation by spreading vile stories about him s0 
that he cannot hold a job. He mentioned the names of many men 
in high positions who are Presumably in the plot against him. His 
persecutors send electric currents into his body, they control his 
thoughts, repeat his thoughts, make his heart palpitate, at night they 
scream abusive epithets at him, etc. He doesn’t know why they do 
these things, except that they may be 
he tells his rambling story, 
man who is being tortured 
leave the hospital, he answers ‘some time’. 


In his buttonhole he 
ioned concerning 14 


ave presented are not in any way U2 
usual. I could show you many similar ones. Let us look a little more 


closely at the histories of these patients in order to see whether they 
have anything in common and then let us examine their psychotic life 


in the effort to uncover at least some of the elementary reasons for theif 
symptoms and behaviour. ry 


Unsoci, sake sy e 
like, often recurred. If one were to hae l ah a on 
cross-section of the make-up of these indivi duaie ren a W Wee 
mentally ill, it might be fair to say that they did Hac t a lity in 
their environments readily. They perhaps may f me hes 
troverts’. Since schizophrenia so commonly y be classed as 


Sn ease develops in the intro- 
verted personality, it is important for us here Aaa an 
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conception of the meaning of ‘introvert’. It is one of the important 
Psychological factors in the genesis of schizophrenia. 
A “The person who tends to be a thinker rather than a doer is an 
Introvert. Introversion means the turning-in of the mind or self on to 
its own problems. The introvert gets his chief pleasures from within 
himself; the extrovert, from without. The kingdom of the mind and 
thought or the external world are their respective spheres. Thought 
_18 pale, non-vital, unreal, to the one. Action is irrelevant or valueless 
tothe other. The introvert is inclined to be cold, apparently gloomy, 
Unsociable, and rather inactive. Their feelings are seemingly not 
Strong and they do not express them readily. They are not the 
executives who get things done, but the planners and theorists. They 


are inclined to be the visionaries. 

“Each of us is more predominantly one or the other of these types, 
but most of us have elements ofboth. It is good to know our tendencies 
with regard to introversion and extroversion so that when we find one 
Side of our nature developing excessively we may consciously com- 
Pensate and direct ourselves. One type is not more desirable, admir- 
able, or more useful than the other. The world needs both, like the 
Conservatives and the progressives. The extroverts get things done, 

€y are executives, the men of the world, the sociable and cheerful 
People. The introverts are those who supply innovations and plan 
for the future. The present belongs to the one, the future to the other. 
From the lack of sociability, and from their detachment, introverts 
sce more clearly problems and solutions which never occur to the 
€xtroverts. The introverts are the dreamers and inventors. Many 


of the i ies have been made by them. Both types 
greatest discoveries havı EE T 


Eveloped to the extreme are equally useles i 
extrovert degenerates to senseless overactivity and the introvert to 
aimless phantasy. (See page 46.) 


“I trust that I have not given you a mis ) z 
elieve that there is anything abnormal in being an introvert. n the 


Contrary, when present within normal limits, introversion carries 
With it many assets and is probably one of the most constructive forces 
ìn our civilization. But, in excess, it does carry with it certain very 
serious dangers and, unquestionably, in this personality there is the 
Menace of schizophrenia. Starting then from the threat of an exag- 
8erated introverted make-up, what psychological steps does the 

umbs to the chronic “dementia” of this 


Patient take before he succ st 
Mental illness? The person who is introverted to the dangerous degree 


u a misconception or led you to 
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of potential schizophrenia does not find the world a pleasant place m 
which to live. He does not successfully meet reality and his sensitive 
nature shrinks from ‘the slings and arrows. of outrageous fortune : 
Secretly he probably envies success in the abstract, but he hesitates R 
take the real concrete steps which make for this enviable state. ; Wit 
the dexterity of thought which he possesses he clothes everything 1 
garments of idealism. Sex is beautiful but its actual physical conte 
are not pleasant in his mind. Success in any field is desirable bu! 
competition is distasteful to him. Unquestionably there is always 
in his mental life the conflict between the desire to grasp the fan 
of endeavour in every phase of life and the shrinking from the bold an 
positive efforts that must be made before the victory is secured. With- 
out doubt, sooner or later he comes to the crossroads of his mental life 
and there must be some decision as to which path he will tread. 


he continue the hard battle of facing reality or shall he take the easier 
road? Already he has succumbed 
dreaming. It is unreal but pleasin, 
of reality are made to disappear an 
“The introvert, however, 
Thought is at once his greatest security and his greatest danger. One 
may picture the potential schiz i 
reality in his day-dreams but 
' listening to the song of the siren, 


ong, Cannot accept the conclusion 
: ©, in truth, he could not face the 
struggle that is necessary. 


stacle: 8 3 ay: 
For instance, in the three patients whom I in which are in the way 
this phenomenon was strikingly illustra Whek ce aa 
student came to the end of his mental string, he sy See ee ee E 
the window and screamed loudly, ‘You dirty ose a Cube 
flashing those lights.? The second patient, the young Lei hoe 
‘moody’, ‘stared’, and went into a Panic duri gir, 
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foolish attempt at suicide in the wake of her first, and, probably, only 
love affair. The last patient made a scene in the City Hall because he 
believed himself persecuted on account of his inventive genius. 

‘We have briefly indicated a few of the preliminary psychological 
Considerations which seem to underlie the development of schizo- 
Phrenia. You will recall that first there is a personality, introverted 
WOE! dangerous degree. This personality is badly equipped for coming 
to grips with reality. Too often the unsuccessful struggle conditions 
a retreat and a yearning for that world of unreality. and phantasy in 
which no effort is required to make dreams come true- Eventually 
even. feeble attempts to dominate the real cease and the break from 
reality occurs. Since the ego must be absolved, the blame for failure 
is projected outside the individual on to others or the conditions o; 

ngs. x 

“However, the drama of schizophrenia is not yet closed. If this 
Were the end the patient would immediately retire into the ivory tower 
of phantasy and would have no more part in the world, as we know it, 
than if he were actually physically dead. This, of course, is not true; 
many of the early symptoms bespeak the fact that reality continues to 

nock at the door of the psychosis. There are panics, suicidal attempts, 
€xcitements, and the like. Again, some patients are reclaimed and 
recover, That means they abandon unreality and become what we 


Call sane, 
ic psychosis into stages 


“Various authors divide the schizophren' 
d leave out of account the psycho- 


Which t i tificial an 
o my mind seem artifici The first might be called the 


Pathology. There are only two stages. 
Active stage; it lasts as long as the patient has not completely accepted 


the psychotic material. In other words, we may presume that he is 
Still aware, however faintly it may be, of the claims of the real and con- 
Crete environment. Once he succeeds in completely shutting this 
Out, he lives wholly in phantasy and has entered the second phase of the 

Psychosis, We speak then of his being ‘demented 3 . 
“If the schizophrenia 1s to proceed to its hopeless conclusion, 
then we see more and more evidences of withdrawal from reality. 
Ome of these cases are extremely interesting clinically. There is the 
Patient in the katatonic stupor, @ kind of human opossum, who suc- 
the annoying environment even 


cessfully < dead’. He shuts out r 
to the A R giving no outward sign of pain when needles are stuck 


into his flesh. There is the interesting dissociation between the con- 
tent of thought and the emotional or affective expression, so that 
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thoughts which one would expect to be accompanied by sadness and 
tears seem to call forth a silly grimace or simper. We speak of the 
deterioration of the emotions. We mean by this that the emotional 
expressions of the patient do not meet the requirements of our normal 
experiences and reactions. And so, in every way, the patient pro- 
gresses rapidly towards the objective of his psychosis—namely, phan- 
tasy. When this is accomplished then all incongruity vanishes and 
the ‘Empress of the World? may live in her dreams which to her are 


real and at the same time scrub the floor of the asylum in which she is 
confined.” 


THE CHARACTERISTICS OF SCHIZOPHRENIA 


Schizophrenia has been correctly called the most serious diseas¢ 
menace of modern civilization. At least one-fourth of the 75,000 new 
patients admitted to public mental hospitals each year may be classed 
as schizophrenic reaction types. Even this large number is only a 
fraction of the total. Many patients are treated in private hospitals 
homes or make shift in the com- 
icts. The overwhelming majority 
nd girls merely in the preludes © 
Opportunity to savour adult life- 
shed promptly, then these young 
ay their lives in,a corner of some 
Joys and sorrows of emotional life 


as we know it, and denied participation in the everyday activities an 


affairs of human existence. 


at in fifty per cent of the 
ncestry or siblings, but cer- 
€ndelian sense. Industrious 
ed to identify a casual patho- 
© system: cortex, optic thala- 


mus, choroid plexus, the white matter, the globus pallidus, basal 
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ganglia, blood-vessel walls, etc. Primary testicular and ovarian 
atrophy. eventuating in terminal brain changes has been postulated. 
As yet, these and similar reports are not sufficiently convincing. The 
incidence of tuberculosis in schizophrenia is high, but it must be 
remembered that the schizophrenic patient is inactive and the respira- 
tory function at a low level. 

Of considerable importance is the contribution of Nolan Lewis 
to the pathology of schizophrenia. From the careful analysis of much 
autopsy material, Lewis uncovered a cardiovascular pattern which 
commonly appeared in certain types of schizophrenia. The heart is 
small, and it and the vascular apparatus inadequate, with a minimum 
of driving force in the thyroid and pituitary as contrasted to the dyna- 
mic endocrine apparatus and over-compensating heart and vessels of 
Manic-depressive. In collaboration with Lewis we are making care- 
ful measurements of the eye vessels. It seems likely that there will be 
derived satisfactory criteria for the use of the drastic therapies, since 
the calibre of the eye vessels is a reliable index of the cardiovascular 
Situation. 

Psychopathology. As has been indicated, „the predominance 
of interest is focused upon the further delineation of the psycho- 
pathologic aspects, both physical and dispositional, of the markedly 
introverted (schizoid) personality. (See page 47-) The psycho- 
analytical school has emphasized sex, not only in its personal im- 
Plications, but also in its phylogenetic significance. Likewise, 
interpretation of certain regressive phenomena has been attempted. 

or instance, the attitude of generalized flexion, sometimes séen in 
katatonic AS, has been, thought of as symbolic of an unconscious 
attempt to return to the fetal security and omnipotence of the womb. 

Physical Symptoms. There is a largess of symptomatology, 
Non-specific but provocative. Some of ‘the more important clinical 

ndings are these: habitus, “asthenic”, athletic”, “dysplastic”. 
The build is apt to be linear with small, narrow head and face and a 
lengthy but shallow trunk (Kretschmer, Raphael). In females, 
frequently there is facial and body hair growth with vertical pubic 

air and the reverse in the male—scanty beard and a horizontal or 
female distribution of pubic hair (Gibbs). There is apt to be cardiac 
and circulatory aplasia (Lewis). Tuberculosis is common. Thereisa 

ost of vasomotor-sympathetic disturbances : local sweatings, edemas, 
Cyanoses, dilated pupils, absence of psychic pupil responses, increased 
Salivation, low blood pressure and a low basal metabolic rate parti- 
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cularly in katatonia. The weight is apt to be below par. There may 
be vertiginous and epileptoid attacks. Langfeldt reports vagotonia in 
katatonia; sympathicotonia in hebephrenia. There are frequent 
gastro-intestinal disturbances, often with constipation. J. 

Laboratory Findings. The following have been reported: 
High sugar curve during stupor (Kasanin) ; decreased blood coagula- 
tion, time (Hertz) ; prolonged hyperglycemia after glucose ings 
and diminution of the inorganic phosphates of the blood pa 
(Whitehorn) ; polyglandular symptoms, infected teeth, “droppe 
heart, positive galactose test (Bowman); disordered gastro-intes ia 
motor function (Henry); a bromide blood, spinal fluid Cie ae 
ratio above 3.20 in three-fifths of the patients (Malamud and Ro 
schild) ; lagging of neurocirculatory “return” after exercise (Trentzch). 

Types and Mental Symptoms. A considerable number va 
“types” of schizophrenia have been described. Many ofthese ade 
merely hair-splitting discriminations. For practical clinical Pu a 
there may be recognized four fairly well-defined types. (1) Simp’ 
(2) Hebephrenia. (3) Katatonia. (4) Paranoid. Pel 

In Simpte schizophrenia there is a rapid deterioration of emotions 
life = we measure it; a paralysis of interest and the appearance 
apathy. 

_ HEBEPHRENIA is distinguished by “silliness”, smiling and lane 
Inappropriate to the expressed ideas and incongruous with the a 

here are apt to be vague paranoid ideas, neologistic formation wife 
usually hallucinations which apparently contribute to the phantasy # 
of the patient and are pleasing to him. 

KATATONIA. Mark ae 
Katatonic stupor may show resistive phases with negativistic behaviov™ 
and suggestible phases with cataleptic symptoms. There is impulsiv 
and stereotyped conduct and hallucinosis. 


These types are not to be regarded as more ti 
clinical constellations. They are not strict] 
overflow, one type into the other. I 


han loosely arranged 
y combined and readily 
n some fashion, perhaps, abortive 


; in 
ed by phases of stupor and excitemen 


a 5 
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and fragmentary, all the important symptoms of schizophrenia may 

be found in each of the types. h 

ee the basis of the order of frequency of symptoms the following 
iat represent a fairly accurate clinical cross-section of schizo- 

Pecna reaction types. It is presented in diagrammatic fashion in 
rder to give an idea of frequency of occurrence. 


ooo eee 
Hallucinations of all kinds: They occur singly, but often 
may be combined. Auditory hallucinations are far more 
common than visual, olfactory, gustatory, and tactile. Hallu- 
cinations are utilized to support delusions and furnish the 
mechanism for over-compensation, “talking with God”, etc. 


me Sl eh 


Suspicious, persecutory ideas, and, in general, paranoid 
trends: “Poison in food”, “electric shocks”, “doping”, etc. 
Usually the delusions are illogical and poorly systematized. 

he source of persecution may be a single individual, an 
Organization like the Catholic Church or Masons, or in- 


tangible mysterious powers. 


epathy, hypnosis, strange, 
ll kinds, the telephone, 


etc. 


Ideas of Influence referred to tel 
and powerful rays, machines of a 
radio, X-ray; hypodermic injections, 


ns: bodily orifices sealed, 


connecting organs and 
etc., in the body 


Somatic sensations and delusio’ 
Organs transposed or removed, wires 
tissues, foreign bodies or animals, snakes, 
Cavities. 


Feelings of being talked about, 


Ideas of Reference: 
be referred to the most casual 


sneered at, mocked, etc., may 
words, gestures, or happenings- 


Phantasies, etc., over-compensatory, being 


Day-dreamin; 
7 5 a great prophet, a leader, etc. 


God, having a divine mission, 


-NEE ES a 
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General Behaviour. Schizophrenia is the psychosis of odd, 
bizarre, inconstant, impulsive, incongruous behaviour, with silliness, 
mannerisms, stereotypes of speech and manner, rigidities, and gro- 
tesque posturing, mental inertia, echopraxia, negativism, katatonia, 
dilapidated appearance, and purposeless, often repetitive and rhy- 
thmic, motor activity. z 

Stream of Activity and Speech. This is marked by dissocia- 
tion, often with apparently no connection between the thought and 
speech. These appear as discrete islets without relationship to cach 
other or the mainland of any given concept. There is rambling and in- 
coherence, verbigeration or mutism, neologisms, evasions, blocking, 
ctc. It must be remembered that these phenomena, which to the 
clinicalobserver are like peaks on the surface of the sea of thought, have 
connections underneath linking together the phantasies of the patient. 

Mood. Here is to be found the cardinal marking of schizo- 
phrenia. Weighed in the balances of the criteria of our emotion: 
life and reactions, we designate the emotional responses of schizo- 
phrenic patients as dissociated and contradictory (revealing little or n° 
connection between thought and emotions and being inco-ordinate oo 
at odds with each other) ; ambivalency, in which thinking, sce 
and doing seem to be equally weighted so that thinking for or against, 
feeling for or against, or “to do or not do” are deadlocked and there 
1s an impasse of thought, emotion, and action with consequent 10- 
activity; emotional blunting, indifference, unreality feelings, apathy 
and inadequacy. From time to time, as there is glimpsed the chaotic 
but rich thought activity of the schizophrenic, one marvels at the 
minimum of accompanying emotional reaction, perhaps a vacuous 
grin or silly simper. Itis like a very tiny mouse emerging from a hug? 
mountain. 

Sensorium, Intellectual „Resources, and Insight. If the 
patient can be stimulated to make the effort, i 
that memory, orientation, etc. 
Insight is lacking or very de: 
to drastic therapy there are amazingly good dis 

Prognosis. Prognosis in sc 


r z f when a patient who had 4 
schizophrenic clinical picture recovered, there was a post. hot 


ofscientific care and manage” 
n per cent, and now with the 
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additions and the scientific benefits from drastic therapies the number 
of “arrested”? cases and remissions is much higher. Katatonic 
types probably are the most favourable, but the prognostic verdict, 
which once was hopelessly adverse for the paranoid forms, is now much 
more favourable because of the drastic therapies. 
In our opinion the outlook is relatively more favourable in Jews. 
A stormy, abrupt onset, too, is a good omen. In my opinion, the 
chances offered by reality for reasonable satisfaction in life with 
Security often weight the balances in favour of adjustment. It is not 
too far-fetched to assume that sometime in the course of the psychosis 
the chances offered by reality are unconsciously weighed against the 
Surcease of the Nirvana of phantasy held out by the psychosis. The 
„answer may decide the issue. 


DIFFERENTIAL DIAGNOSIS OF SCHIZOPHRENIA 
AND MANIC-DEPRESSIVE PSYCHOSIS 


renia and manic-depressive are 


In spite of the fact that schizophi 
there are 


div ergent and alien to each other in psychopathology, 
Clinical situations in which the differential diagnosis is difficult. There 
are instances of schizophrenia in which there is a prominent segment of 
manic-depressive symptoms. Conversely, there are manic-depressive 
Psychoses with many well-defined schizophrenic symptoms. Some of 
these puzzling situations are explainable on the basis of somewhat 
Anomalous prepsychotic personalities such as extroverted personalities 
which eventuate in schizophrenic reactions and introversion pre- 


Ceding manic-depressive psychosis. 

SCHIZOPHRENIA MANIC-DEPRESSIVE PSYCHOSES 
1. More likely to be a preponder- 1. In the*personality usually a 
ance of asocial, introverted, and preponderance of social, extro- 
Schizoid personality markings. verted, and syntonic traits. 
2. The general behaviour in 
either phase of the psychosis, 
excitement or depression is in 
keeping with the psychotic role 
being enacted by the patient. 


2. The general behaviour is odd, 
Inexplicable, incongruous and, 
Seemingly, devoid of emotional 
Stimulus. 
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SCHIZOPHRENIA 


3- Objectively the affective cur- 
rents and emotional reactions 
appear to be indefinite, weak, in- 
adequate and disproportionate to 
thought and, often, not only in- 
expressive of thought, but con- 
tradictory to it, i.e., splitting of 
the mind, which is the literal 
meaning of the word “schizo- 
phrenia”. 


4. Katatonic 
common. 


symptoms quite 


5. Stream of thought appears to 
lack connection with the environ- 
ment, and, indeed, seems to con- 
sist of independent currents 


without relationship with each 
other, 


6. Many delusions, usually il- 
logical and unsystematized with 
paranoid and somatic content. 
Ideas of reference and of in- 
fluence common. Hallucinations 
extremely frequent. 


- 7. The excitements of schizo- 
phrenia seem to be purposeless 
and largely devoid of environ- 


Manic-DEPRESSIVE PsyCHOSES 


3- Usually the objective evi- 
dences of emotional life are well 
defined. In mania, frank ela- 
tion and rapidly shifting emo- 
tional trends; in depression, 4 
well-marked melancholy, often 
with selfblame. In both pha 
of the psychosis the emotional 
behaviour is apt to be expressive 
of the thought content and in 
keeping with it. 


4. Katatonic symptoms less com- 
mon. 


5. Closely related to the environ- 
ment and to inner associations 
and fed by stimuli from these 
sources; in mania, with dis 
tractibility and flight of ideas. 
In depression, the stream bs 
thought is sluggish with re 
tardation and poverty of ideas- 


6. In the manic phase the de: 
lusions are usually expansive an 
transient. a 

In the depressive phase, th 
delusions are tinctured with self 
accusation and may be somatic 

Paranoid delusions and hallu- 
Cinations occur in manic-de- 
pressive but are far less usua 
than in schizophrenia. 


7. The excitements of the manic 
Phase of manic-depressive PSY“ 
choses are Purposeful, reactive tO 


| See 
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SCHIZOPHRENIA 


mental stimuli and attachments 
and emotional colouring. 


8. Sensorium usually clear but 
Patient often gives the impres- 


Si . . . 
10n of being disoriented and con- 
fused. 


Ee fae absent or very defec- 


10. issi 
S Remissions Iess frequent and 
ore apt to be partial. 


MANIC-DEPRESSIVE PSYCHOSES 


environmental stimuli and in 
close contact with them and 
vividly coloured emotionally. 


8. Usually the clearness is ob- 
jectively readily demonstrated. 
In hypermania and in very deep 
depression, often with stupor, 
consciousness is beclouded and 
orientation uncertain. 


g. Insight fairly good and some- 
times remarkably complete 


10o. Remissions frequent and 
generally complete. 


TREATMENT OF SCHIZOPHRENIA 


General Management. 


needs of the patients and the disruptive e s 
the family and the community, the 


d in hospitals and sanatoria. Some- 


Socially, and economically upon 


Racy of patients must be treate 6 
A es, and during certain phases of schizop 
A ay be satisfactorily utilized. There are 

Senda of treatment: (1) Good nursing; 


Because of the medical and other 


ffect of the illness, personally, 


hrenia, farms and ranches 
three constantly needed 
(2) Occupational therapy ; 


(3 Social service. 


aa advancing the satisfactions ©: 
body is looked 
ght a habit routine of oral and 


If the 


Steatest difference. The tendenc 
Se isthenics, walks, outdoor and indoor games, 
€ theatre and cinema, dancing, etc. 
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Sometimes patients at the behest of the “voices”, or as a part of 
the delusional conceptions, injure others or horribly mutilate them- 
selves. An efficient nurse may forestall these happenings. 

The nurse must be carefully watchful of the patient’s nutrition and 
keep the physician informed, so that, if needed, tube feeding may be 
instituted. So, too, should the nurse observe the states of katatonic 
and other excitement, so that the physician may work out a programme 
of hydrotherapy, the prolonged bath, packs, and other measures. 

Occupational Therapy. If sensibly and skilfully used, occu- 
pational therapy is extremely useful in assisting the patient back to 
reality. The product is relatively unimportant—very important 1$ 
the fact that the rug, perhaps poorly woven, or somewhat knobby clay 
modelling is, after all, something concrete that the patient has made, & 
symbol of actual flesh and blood life, a contrast to the still intangible 
and unsubstantial phantasy. A 

Social Service. Perhaps especially because the schizophrenic 
is less likely than the manic-depressive to clash with the environment, 
is it necessary after discharge from the hospital to follow the situation 
closely by social service or equivalent investigations. It is important 
to see that the gain made in the hospital is not dissipated for lack of 
stimulus for occupational and social activity. Otherwise the patient 
may relapse into a quiet, dreamy, inactive mode of life. $ 

Medical Care and Treatment. Apart from the schizophreni® 
each patient is a problem in internal medicine. Sometimes carefu 
examinations will discover a serious condition calling for medical of 
surgical intervention. There may be foci of infection which shoul 
be eradicated. A variety of signs and symptoms may group them 
selves definitely enough so that sound endocrine therapy is indicated: 

The general medical needs of the patient are so usual that this 
phase of medical care must be almost routine. It involves clos? 
attention to the nutrition; to the possibility of vitamin deprivation 
and to skin and gastro-intestinal functions. The skin is apt to 
Sticky and greasy and easily breaks out into eruptions. There is ve 
likely to be constipation, which needs more than mere laxative medica” 
tion. Often the patient is the better for yeast therapy, diet moc 
fications which combat chronic constipation, etc. f 

‘There are numerous emergency situations arising in the course g 
schizophrenia which need prompt medical attention. The patient may 
inflict lacerations upon himself; may insert various objects into the 
body orifices—the mouth, the nose, ears, penis, vagina, or rectu™ 


_Tumination and phantasy by giving t 


children and leads to indiscriminate imi 
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_ There may be serious “life or death” emétgencies. One patient 
interpreting literally the Biblical injunction attempted to gouge out his 
eyes and sever his right hand. Another patient succeeded in am- 
putating his penis with a carving-knife, and died from haemorrhage. 
_ Preventive Therapy. The field of prophylaxis and preven- 
tion is very promising. The effort must be made in childhood and, 
to a considerable degree, in the home. The objective is to “exteriorize” 
or socialize the sensitive, introverted child and give him a sense of 
Security within himself and in his environmental relations. 

In the home there should be a reasonable amount of happiness and 
harmony. Parental training should not accent either extreme of the 
Scale—harsh, non-explanatory discipline or spoiling. A not un- 
common harmful situation is the “playing of favourites”, i.e., centring 
attention on a brother or sister of the introverted child. It is destruc- 
tive to attempt to stimulate the child by urging or shaming him into 
emulating the social assets of his brothers and sisters. The net result 
1s to plunge the child deeper into the morass of his inferiority feelings. 

ome children become alarmingly introverted and enmeshed in 
Phantasy because they are too much alone. Children need plenty 
of Companionship with other youngsters, of both sexes, quict, and 
active companionship, indoor and outdoor games, and athletics. The 
home should be the natural place for the child to bring his playmates 
nsion, alcoholism, etc.) 
other children. Introverted 


herefore, a well-planned effort should be made 


= Ormation. Moralizing sermons do little or 
‘dmonitions are harmful. 


he emotional tie between children and their parents is indeed 


There is idealistic identification. 
dren unconsciously but constantly supplement their own weak- 
Nesses by PEREA themselves in their parents. The greatest 

Nglish poet wrote truly: “For children, the voice of the parents is the 
Voice of God.” ‘This emotional bond is notably strong in introverted 
7 tation of the behaviour of 
Parents by their children. The goal of mental safety in maturity will 


Not be attained unless the process of emotional emancipation is 
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begun during childhood. If this is not accomplished, the child is very 
likely to be doomed to a lifetime of insecurity and slavish mimicking 
ofa long procession of those who in their contacts with the child become 
adult, emotional surrogates for the parents. True, the child-parent 
link must not be broken too abruptly, but there must be a continuous 
encouragment of freedom of individual thought and action. 3 
Introverted children are usually avid readers, and it is wise diplo- 
matically to engage their reading interests in literature that is not too 
vividly fantastic. Religion supplies an important need if it is beaut- 


ful and inspiring (and not grimly fear-producing), social, practical, an 
contributes to security. 


ill-recognized inferiority feelin, 
vocation selected should be cı 
dividual and of a type to mai 
may be within his power.” 
Psychotherapy. Elabo 
techniques are usually not 
large field of usefulness in t 
suasion and suggestion, particular] 


the relinquishing of phantasy anı 
reality is obvious. Its accomplishm 


t 
lled 


Pharmacologic and Drastic Therapies, As in the medic! 
treatment of any psychosis, medica] agents are needed to meet CO?” 


ditions as they arise. The drastic therapies employed in schizophren# 
* From Strecker and Ebau, 


h: Clini : SA 
Company, Publishers. Bh Clinical Psychiatry. By permission of The Blakist 
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| are prolonged narcosis, insulin shock therapy, and convulsive therapy. 
| In spite of the appearance of a certain percentage of relapses, and 
the waning of the first enthusiasm, it still seems likely that insulin 
shock therapy constitutes the method of choice among the drastic 
therapies, It is possible that lack of discrimination in the selection of 
schizophrenic patients for insulin therapy accounts for a segment of the 
unfavourable results. Eventually, it is likely that valid indices for 
Orecasting the outcome of the therapy will come into more general 
use. ThRe most promising technique is the measurement of the calibre 
of retinal vessels. > 

Insulin shock therapy is a highly specialized procedurė, needing 
study and experience before it may be administered to patients. It 
should be given only in a hospital and in a unit in charge of a physician 
trained to administer the treatment, adequately staffed with nurses 
and equipped with material and facilities to meet every emergency. 

he treatment is begun with small doses, which are increased fairly 
Tapidly until the shock level dosage is reached. Unless it becomes 
advisable to introduce modifications, the shock dosage is continued for 
wa fifty days. Usually there is one “treatment free” day each 
eek, 

In a certain number of schizophrenics, chiefly in katatonic re- 
actions, prolonged narcosis is helpful. (See page 110.) In other 
Patients, particularly those in whom insulin has not been effective, 
convulsive therapy, preferably machine-induced, has accomplished 
much improvement. 

Finally, in a small group of patients very carefully selected and 
exhibiting a particular constellation of symptoms, the operation of pre- 
frontal leukotomy produces remarkably good results. (See page 108.) 

The following table of drastic treatments and their indications and 
Contraindications is reproduced through the courtesy ot Thurston 

Ivers, 


Insulin 

Indications 

Schizophrenia. 4 

Type of psychosis: (1) Katatonic; (2) Paranoid; (3) Hebe- 

phrenic; (4) Simple. 
rognosis is favourable in the order named, with katatonic and 

Paranoid having a better outlook. In the simple type, the prognosis is 
Vety unfavourable. + = 


E 
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Age of Patient on 
Contrary to expectations, patients under the age of 16 or 17 y 


show a very low recovery rate. The 21-35 age group seem to have the 
best chance of recovery, all other factors being equal. 


Duration of Illness ; tion 
The above factors being taken into account, the shorter the dura ie 
of the illness, the better the prognosis. However, the length o: jal. 
illness is not a contraindication to giving the insulin treatment a eg 
Probably the best prognostic picture would be that of a paa 
who had made a fairly good adjustment until about the age of 28, that 
having a sudden attack of katatonic schizophrenia. I believe 


z inistra- 
99 per cent of this group of cases could be remitted by the administr 
tion of insulin therapy. 


Contraindications tion 
1. Cardiac arrythmia due to organic disease of the conduc 
system. 
- Coronary disease. 
- Severe myocarditis or valvular disease. 
- Tuberculosis. k 
Organic impairment of liver, renal or ‘pancreatic functions. 


: ramet: F jtuitary 
- Any severe endocrine dysfunction, i.e., Graves’ disease, pitu 
disease, etc. 


Oo pwn 


Advantages 


I. Greatly increases the percentage of recoveries. 


sl 
2. Shortens the illness in those who might recover spontaneou: y 
and probably gives a better quality to the recovery. ‘ey 
3. In those patients who relapse, it gives a period of remission. 


Disadvantages 
1. Mortality of less than one per cent. ‘ oy 
2. Possibility of subsequent cerebral and other organic changi 
This factor, though remote, cannot be entirely dismissed. 
3- Immediate expense of treatment. 


Complications : : 
1. Allergic reactions during treatment such as urticaria, hives; 
edema, asthma, abdominal cramps and diarrhoea, 
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< Complications—continued 
| 2. Cardiovascular disturbances. The more carefully the patients 
are selected with this danger in mind, the fewer casualties there 
will be. These disturbances are auricular fibrillation, “gallop” 
thythm, coronary occlusion, myocardial failure. 
| 3. Respiratory disturbances: 
| A. Aspiration pneumonia due to loss of reflexes during stupor. 
B. Laryngospasm. 
C. Pulmonary edema. 
D. Central respiratory failure. 
4. Nervous system and mental disturbances: 
A. Aphasia. 
B. Hemiparesis. 
C. Confusion. 
D. Excitement. 
E. Loss of affect. . 
5. Fracture and dislocation of osseous framework during con- 
vulsions and lacerations of the tongue. 


Metrazol 
Indications 
Manic-depressive psychosis. 
Thvolutional melancholia. 
ery acute katatonic episodes in very young people. 


Contraindications í 
I. Marked arteriosclerosis and hypertension. 
+ Pregnancy. y à 
-+ Marked bony changes either hyperplastic or degenerative. 
- Seropositive syphilis. 
- Tuberculosis. 
- Cachexia. 
- Clinical cardiovascular disease- 


NOP WN 


Advantages 
I. Less memory loss than with electroshock. f 
2. A respiratory stimulant, whereas electroshock is a respiratory 
“pressant, 


132 FUNDAMENTALS OF PSYCHIATRY 
Disadvantages 
1. Danger of fracture greater than with electroshock. f 
2. Memory of treatment is very disturbing to most patients. ia 
- Requires more time and involves the necessity of venopunc 
4. “Missed” convulsions create anxiety. 


Complications f 
1. Aspiration pneumonia. 

Emboli. 

Auricular fibrillation, 

Cardiac dilatation. 

Status epilepticus. 

Memory defects, 


7. Fractures and dislocation of any part of bony framework. 


Pato N 


Prognosis 


In manic-depressive psychosis the prognosis is Pirhi Bole 
In involutional melancholias the recovery rate is quite high. 


Electroshock 
Indications 


È for 
The indications for electroshock therapy are the same as ne 
metrazol. More recently electroshock treatment is 


ag . i izo- 
administered with apparently favourable results in schi 
phrenia. x 
Contraindications + | 
Same as metrazol. 


Advantages 


i ince 
1. Less anxiety is created by treatment than with metrazol sin y 


. cc. 1 
there is no memory of the treatment, nor anxiety over “miss¢ 
Convulsions, ` 


2. Convulsions, themselves, are less severe than with metrazol- 


Disadvantages 
1. Respiratory depressant. 


2. Memory loss greater and more lasting than with metrazol.~ 


Complications 
Same as with metrazol. 
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l 
| Prognosis 


The prognosis with electroshock treatment is, perhaps, slightly 
better than with metrazol. 


PARANOID SYMPTOMS, PARANOID CONDITIONS, 
AND PARANOIA 


“Paranoid” merely means “resembling paranoia”. It indicates 
Suspicion and persecutory delusional formation. Paranoid markings 
may be encountered in any and all psychoses. The paranoid stream 

Ows through the territory of every form of mental disease, and per- 
haps a satisfactory clinical understanding may be acquired by regard- 
ing the clinical stream of the paranoid as composed of paranoid symp- 
toms, elements of consciousness and intelligence, and the emotional 
Colouring. Viewed in this way, the paranoid stream, as it traverses 
the territory of certain psychoses, is thin and insignificant. In other 
Psychotic areas it is wide, prominent clinically, and quite significant. 

Th the toxic psychoses, as in delirium, there may be many paranoid 
Symptoms, but they are transient: the consciousness is disrupted 3 the 
Patient is disoriented ; the intelligence is in abeyance; the emotional 
*eactions are inconstant and without depth. Much the same situation 
€xists in the organic psychoses, although the paranoid symptoms are 
apt to be slightly more constant with the consciousness, orientation and 


-Ntelligence slightly less disturbed, and the emotional accompaniments 


a bit Tess fleeting. 

n manic-depressive territory, there are, here and there, fairly well- 
defined Paranoid trends with more retention of consciousness and 
Mtelligence and stronger and more. stable supporting emotional 
accompaniments. > 

It is not, however, until one surveys schizophrenia, and chiefly 
the more concrete paranoid schizophrenia, that one finds clearly 
defined paranoid syndromes with somewhat logically constructed 
delusional premises involving intelligence and with correspondingly 
reasonably strong emotional responses. From this level on through the 
ranoid Conditions” and “Paranoia” the markings of the paranoid 
Ptoms are very distinct. In the paranoid conditions, the delusions 
€rsecution are well constructed and systematized and stated by the 
Patient with considerable intelligence, though there are some flaws 
1 the delusional premises. All in all, the emotional accompaniments 


fp 
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are rather strong and adequate—fear, resentment, anger, threatened 
violence. Again, there are a few weak places with inadequacy of the 
emotional responses to the delusional conceptions. Naturally, the 
consciousness is clear and the patient is alert and oriented. Halluci- 
nations also constitute a criterion of the severity of the paranoid 
symptoms. In the toxic reactions there are many hallucinations; m 
paranoid schizophrenia, hallucinations are common. In the paranoid 
conditions they are much less frequent, and in true paranoia they 
never occur. If one asked a paranoiac his opinion of the hearing © 
“voices” when alone, probably he would reply: “That would be in- 
sanity.” Finally, within the range of well-defined paranoid reactions, 
mental deterioration is a measuring-rod of the strength of the reaction. 
In paranoid schizophrenia, the loss of emotional integrity and adequacy 
is rapid. Ina few years, at most, there is left only a hollow shell of the 
former delusional structure. In paranoid conditions, appropriate 
emotional reactions and the systematization of the delusions survive 
much longer, sometimes even a decade. Eventually, however, dis- 
crepancies and weak areas appear in the logic of the delusions and in the 
consistency of the emotional responses. True paranoia never weakens 
in the logical structure of its delusions or in the strength of the emotions- 

The limits of true paranoia have been defined by exclusion. The 
definition proposed by Kraepelin is still valid : “A fixed type of disease, 
due exclusively to internal causes and charactertized by persistent 
systematized delusions, the preservation of clear and orderly thinking 
and acting, and by the absence of hallucinations.” 7 

Paranoia is very rare. In an analysis of five thousand successive 
admissions only three authentic cases could be found. It is at least 
twice as common in men as in women. The pronounced ment 
symptoms usually appear in middle life, but it is a long time in the 
making and a careful study of the histories reveals significant pet 
sonality deviations as early as the second and third decades. The 
evolution of the delusional system is an amazingly gradual and pains- 
taking process, requiring many years to reach full flowering. Con- 
trastingly, the delusional structure of the paranoid conditions is com 
pleted in a much shorter time. The careful interpretation of clinic: 
material makes it exceedingly likely that among the dynamic forces 
underlying the development of many paranoid conditions and paranoia, 
there is chiefly a latent homosexuality, rigidly excluded from con- 
sciousness. Feelings of guilt and inferiority result and there is delu- 
sional projection upon others and upon the environment. 
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Paranoiacs may become leaders of religious and other movements 
| and may be dangerously anti-social. A large percentage of assassins 
| of rulers and other prominent personages have been paranoiacs. 

he prognosis is nil. Treatment, at best, can only hope to protect 
the patient from the consequences of his acts and protect society from 
violence, This can be accomplished by commitment, which must be 
_ Carried out when the paranoiac is dangerous, even though it is apt to be 
followed by endless litigation. 


| THE PSYCHONEUROSES 


In the introduction to the consideration of the Functional Psy-, 
choses and Psychoneuroses (pages 87, 88) there was given some 
explanation of the elementary concepts of psychopathology and the 
mechanisms which are used to express it, i.e., the conversion of un- 
Solved emotional conflicts into functional symptoms. At this point this 

Cussion should be reviewed. 
ne It is impossible to estimate the statistical incidence of the psycho- 

uroses and functional illness. Only a few of these patients are 
mitted to public mental hospitals from which statistics are accumu- 
Sea However, a perspective of the enormous magnitude of the 
io dical problem may be gained from the testimony of general practi- 
Oners, internists, and workers in every field of medicine. As has 
an Mentioned, the larger segment of practice deals with functional 
4 her than with organic illness. The economic and social loss due to 
Mpaired efficiency is extremely serious. 
In he psychoneuroses are essentially different from the psychoses. 

Seneral, the psychoses involve marked disruptions of personality and 

l abandonments of reality. In the psychoneurotic, there is much 

„Personality upheaval and disorganization and the hold on the 

vironmental realities is tenacious. The emotional life of the 
Psychotic patient is markedly disturbed, often seriously diminished and 
vinetimes altogether abolished. The emotions of the psychoneurotic 
Patient remain relatively flexible. Psychoneuroses, to be sure, are 
‘aladaptations, but the failure to adapt is partial, and is much nearer 

a hypothetical normal than it is to the psychoses. In psychotic 
patients, in general, insight is incomplete. The psychoneurotic, in 
o ty large measure, has the capacity to stand off and look at himself 
t ‘I€ctively, evaluate his symptoms, and accept and act on psycho- 

“rapeutic explanations. 
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Etiologic Considerations 


It is impossible to disregard the harmful effect of some aspects of 
the civilization and culture in which we live. Our civilization is t00 
extroverted, too competitive, but still too standardized, patterned, 
routine, and monotonous. There are involved economic and social 
complications, often highly artificial, which tend to defer over-long 
the satisfaction and completion of instinctive drives such as sex and its 
objectives of homemaking and children. 

Many of the handicaps, the artificial products of our civilization 
and the inevitable deferments entailed, operate to belittle the individual 
and increase his inferiority reactions. In a broad, philosophical sens® 
the psychoneurotics seek to attract attention, unconsciously, to 27 
“a place in the sun” by a display of functiénal symptoms. ‘Thus, the 
normal desire to be of some importance in the social scheme being 
blocked, there is an “illegitimate” (psychopathologic) attempt to seize 
a small measure of power. 

The organic physiologic, etiologic hypothesis of the psychoneuroses 
is not without its exponents. Myerson thinks of “emotion as largely 
a thalamic, vaso-visceral, motor reverberation of an event. All the 

_ past experiences of the individual Have been organic, and their effects, 
whether transitory or permanent, were organic.” 

One would hesitate to believe that the sole explanation of the 
psychoneurosis will ever be found in restricted terms of structure, Y? 
1t must never be forgotten that there is a very considerable segment H 
organic morbidity in the psychoneuroses. The following morb! 


conditions are constantly repeated in our statistics ; endocrine dys 


gm aain pronta titis, gastric and duodenal ulcer, early ge 
rcinoma, lead poisoning, floati i i Oe 
clusion that g, floating kidney, etc. It is no ey ae 
: s 
It is more likely that they play precipitating a 
ng resistance but chiefly by providing a psycholog the 
rds» 
to? 
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generally regarded as the only “legitimate” kind of illness, there is 
provided the opportunity to secure psychopathologic compromises of 
long-endured underlying emotional conflicts. Functional symptoms 
now may develop and present themselves clinically without “loss of 
face”. This is one of the reasons why in everyday practice situations 
Presenting organic disease with an over-layer of functional symptoms 


| are so very common. 


Conversion Hysteria 


Many of the etiologic theories which have been advanced, while 
they by no means solve the problem of conversion hysteria, do contain 


| Provocative ideas. Charcot subscribed to the theory of a degenerative 


State largely due to inheritance. Bernheim and Babinski strongly 
emphasized the importance of suggestion. Rivers and MacCurdy 
inked the naiveté of the mechanism of conversion hysteria with 
deficits in the education of the patient. Binet postulated a double 
Consciousness separated by amnesic periods. The essence of Janet’s 
Conception is likewise a doubling of consciousness. Freud saw in the 
ysterical symptom a wish-fulfilment of an unconscious fancy repre- 
Senting part of the sexual life of the patient and corresponding to 


| Sexual gratification, real in infancy but since repressed. The hysterical 
Symptom is the pathologic compromise of the emotional conflict 


tween the attempt to realize and the striving to repress partial 

Sexual impulses. Dejerine described an “emotional constitution” 
Marked by functional over-reaction to emotional stimuli in an organ 
Or a group of organs, the mental representation of the function being 
issociated from the field of consciousness. This theory might be 
explanatory of the striking emotional nonchalance with which the 
'ysterical’ patient is apt to regard a serious deficit like complete 
Paralysis or deafness. 

. The author was fortunate enough to be included among the psy- 
Chiatrists who in World War I, on the battlefields of France, saw large 
Numbers of so-called “shell-shocked” soldiers, while the hysterical 
Symptoms were still “warm”; that is, soon after they had developed 
Clinical form. Our experiences and the analysis of them confirmed 
and Strengthened the opinions we had held concerning the occurrence 
fol pevenion hysteria in civil life. Briefly, they may be stated as 


I. Unresolved emotional conflicts become converted into clear-cut 
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symptoms, which constitute clinical conversion hysteria and which are 
readily discoverable upon objective examination. — 

2. Hysteria represents an escape from a situation no longer toler- 
able to the personality of the individual. The unconscious mechanism 
employed is productive of symptoms constituting objective disabilities 
which, for the time being, render impossible a return to the unbearable 
situation. ‘ 

3. The hysterical symptoms are protective; blindness and amnesia 
blotting out the gruesome sights witnessed on the battlefield and the 
memory of them; deafness shutting out the cries and groans of the 
wounded ; amnesias erasing the remembrance of seeing a beloved one 
in the arms of another, etc. 

4. Various factors, physical such as concussion, fatigue, or de- 
privation, trivial illness or an emotionally disturbing situation may act 
in the role of precipitating factors, 


the wish to be a good soldi 
honour upon the company, the regiment, the division, to stand well in 
the eyes of his “buddies” 

the cause and ideals of 


he conflict is largely unconscious and 
s of the instinct of self-preservation. It 
‘equirements of being a good soldier and 


unconscious conflict is indeed present in 
the zone of danger. For many, it neve: 
for others, it came to the patholo, 
The symptoms often appeared a: 
over by the explosion of a shell 
the case of the soldier. As co 
the symptoms of paralysis of 

amnesia. They represented 

of the emotional conflict. 


every normal human being in 
T eventuated in “‘shell-shock” ; 
gic compromise of conversion hysteria. 
fter “concussion”, simply being bowled 
and being mildly dazed. So it was in 


both upper extremities, deafness, and 
the end products of the conversion 


nsciousness returned there were obvious . 
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In this case, it was verified that the soldier obeyed the command to 
charge, probably killed a German with a bayonet thrust, heard the 
cries and groans of the wounded as he crouched in a “‘fox-hole” and 
then, in going forward again, was probably, bowled over by shell con- 
cussion and was picked up by the stretcher bearers and brought to the 
triage. He remembered the order to charge but nothing else until he 
was interviewed at the triage. 

In civil life there are innumerable situations leading to emotional 
conflicts which may eventuate in conversion hysteria. Included are: 
unpleasant home situations, chronic illness, operations, accidents 
without serious injury, defects producing inferiority reactions, serious 
illness in the family and deprivations by death, marital problems and 
maladjustments, many varieties of sexual problems, masturbation, 
illicit relationships, obstacles in the love life, etc. 


Symptoms of Conversion Hysteria 


The symptoms of conversion hysteria are apt to appear abruptly 
and to be total symptoms, i.e. blindness, deafness, paralyses, etc., in- 
stead of, as in neurasthenia and anxiety reactions, ‘‘spots before the 
eyes”, “ear noises”; motor weakness is more usual than palsy. 
Hysteria has been called a protean disease. It is scarcely that. It is 
true that it does mimic the symptoms of various organic diseases, but 
the imitation is usually clumsy and exaggerated. 

Sensory Symptoms. All varieties of anaesthesias, hypoesthesias, 
hyperesthesias and paresthesias occur, including the traditional 
“glove” and “stocking” anaesthesias. Deprivations and disorders of 
the special senses are common. In distribution, the symptoms do not 
correspond to those due to pathology of the central or peripheral nerve 
system. 

Motor Symptoms. These occur in all varieties and degrees. 
There may be paralyses, spastic and flaccid, abnormal movements, 
tics and muscular spasms, tremors, pathologic gestures and gaits often 
grotesque, convulsions, astasia abasia, etc. There are functional 
disturbances such as aphonia. Again, the symptoms are not explain- 
able on an organic basis. 

A great variety of vasomotor symptoms have been described, in- 
cluding a few well-authenticated instances of bleb formation. 

Somatic Symptoms. Any and every variety of somatic symp- 
tom may occur. Nausea and vomiting are common. Anorexia 
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nervosa may reduce the patient to such an extremity that he falls 
easy victim to an intercurrent disease. 

Mental Symptoms. Among the mental symptoms are in- 
cluded amnesia,* fugue (a period of time: for which the patient 
is amnesic, although his behaviour may have been such that one 
would have judged that he was quite conscious of his surroundings) ; 
somnambulism; hallucinations, probably due to a failure com- 


pletely to submerge buried complexes, double and multiple 
personalities, etc. 


NEURASTHENIA AND ANXIETY REACTIONS 
While there are many divergences, yet, basically, neurasthenia and 
the anxiety neuroses may be considered together. Many explanations 
for neurasthenia have been given: overwork, autointoxication, auto- 
Suggestion, etc. Dejerine feels that the course of events is as follows: 
disturbances; conscious considera- 
ductions concerning the source and 


zulatio precox; in men, to sexual abstinence, 
frustrated sexual excitement, 'coitus interruptus, and + senile 
conditions. 


In our work with neurast 
formulated a simple concepti 


enic or anxiety 
ncerning somatic 


sensations, often normal sensations, like the peristaltic movements of 


the intestines. 


* In organic amnesias, due to brain Patholo; amnesic period 
aj gy, the events of 
cannot be reconstructed as they can in hysteria. "In addition, Rice these of 
gross brain disease and the emotional setting of the hysterical amnesia is absent. 
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“What happens? If a laboratory animal is frightened or angered 
certain physiologic disturbances are produced. In the cat, for 
instance, one may see such gross phenomena as the arching of the 
back, hair standing on end, dilated pupils, and spitting. Much more 
is going on inside the body. The cardiovascular apparatus is energiz- 
ing into much greater activity, and the blood pressure is raised. ‘This 
increases the metabolism of the muscles. The increased pressure not 
only supplies blood to the muscles and organs more effectively, but 
also sends a larger supply to the brain where quick decisions must be 
made. Certain of the endocrine glands, perhaps particularly the 
adrenals, participate in the production of increased blood activity and 
pressure, and even shorten the clotting time of the blood. The liver 
discharges more sugar into the blood, so that the muscles have sufficient 
fuel for the mobilization of their energy. Respiration is more rapid. 
Stomach and intestinal movements areata minimum. Ina few words, 
the net result is an adequate physical preparation for fight or flight 
with a mobilization of those parts from which there will be a strong 
demand for work, such as the muscles, and a cessation of functional 
activity in those viscera such as the intestines, the activity of which 
would only hinder and impede fight or flight. 

“Tt may be objected that, after all, human beings are not cats and 
there are no fierce dogs in our world. But the objection is not valid. 
Human beings are affected by pain, fear, anger and other emotions 
just as the cat is; sometimes we are subjected to the same physical 
frights, and the same reflexes described in the cat are initiated. Now 
and then, instead of quieting down after the fright is over, the reflexes 
remain, Hyperthyroidism, a condition in which the heart persistently 
beats very rapidly, the eyes become very prominent, the hands become 
shaky, and the patient feels continuously nervous and easily startled, 
May arise in this way. These patients have the appearance of frozen- 
fright, or graven fear, i.e. they have always the facial expression of 
fear, although they may not feel afraid. I know of two cases in which 
such states originated, one from the terrifying experience of a ship- 
wreck and rescue at sea, and the otherj from a horrible motor-car 
accident. 

“We had a patient who had been with her husband, a naval officer, 
stationed at Haiti, during the uprising of the natives. One day, while 
he was in the interior of the island, she walked into the living-room and 
found a poisonous reptile coiled under the table. Later in the day 
she opened a closet and a tarantula started out after her. That same 
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evening there was a shooting affray in front of the house. Immedi- 
ately, she stiffened into a state of frozen fear. She was brought back 
to the United States and for six months was mute, did not eat, had to be 
fed through a tube, and, when placed upon her feet, would collapse 
to the floor as though her knees were made of water. 2 
“It is true that most of the shocks we encounter in the present 
stage civilization are not as physical, acute, or dramatic as the fright of 
the cat; but the emotions engendered in us are, if anything, more 
devastating. Human beings stand a single mental shock relatively 
well, even if it is severe, as, for instance, the drowning of an only son. 
It is the series of shocks or a long continued single emotional strain 
like worry or apprehension that finally breaks us. Such tiring and 
destructive emotional stress may be due to a prolonged struggle with 
difficulties and problems which we are not meeting in a straight- 
forward manner. Long-drawn-out fear, anger, shame, resentment, or 
other intense emotion, may produce an increased heart rate, and the 
alterations in the activity of the gastro-intestinal functions, just as fear 
did in the instance of the cat. If these reflexes become established, 
they tend to keep going even after the original situation has disappeared. 
They are like the toy that must go until the spring unwinds. Human 
beings, however, may be wound up as fast as they are unwound—that 
is, the situation remains. _ Thus, anxiety, states of intense fear, worry, 
agitation, and loss of control may dominate almost every waking hour. 
“Ts it conceivable that such situations can arise in the midst of the 
culture, refinement, material ease, and protection of modern life? 
Not only conceivable but they are exceedingly common! Here are 
a few taken at random from our practice. Think of the fear of the 
woman who has reason to believe that her husband is no longer in love 
with her and may at any time leave her for another woman, and this 
at an age when she is no longer able to shift for herself. Or the young 
girl who is carrying on secretly a questionable love affair. Or the 
worry of parents at the degradation of a son or daughter. Or the 
state of mind of the wife who is carrying on an illicit love relationship. 
Or the haunting fear of poverty. Or think of the man, getting on in 
years and with a large family to support, who lives in fear of being 
` displaced in his job by a newcomer in the business organization. These, 
and many similar situations, are anxiety-producing. In this type of 
reaction the individual is still fighting and aggressive. His symptoms 
are part of his endeavour to overcome the difficulty. If the physiologic 
state or the reflexes and sensations continue long after the inciting 
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conditions exist the patient loses his aggressive attitude and finds his 
world consisting mainly of these residual sensations.””* 

Symptoms of Neurasthenia. Symptoms of neurasthenia are 
general and particular. The general symptoms are fatigue (often 
produced by very slight effort but selective, in that considerable 
exertion may be made by the patient in describing the symptoms and ` 
other things in which he is deeply interested and concerned without 
producing undue fatigue); there is impairment of concentration ; 
self-consciousness; inferiority feelings; irritability, anxiety, depression, 
phobias, etc. 

The subjective sensations and physical symptoms are legion. These 
are referred to every system, organ, and part of the body. It isa 
fallacy to believe that neurasthenic symptoms are restrictedly sub- 
jective like “pain over the heart” or “swelling of the scalp”. Often 
they are objectively demonstrable like pallor, sweating, vomiting, and 
tachycardia. 

Anxiety Neuroses. For practical clinical purposes, anxiety 
neuroses embrace Freud’s “anxiety hysteria” and much of the material 
formerly included under “psychasthenia”’. 

In the anxiety neuroses, there are repeated many of the symptoms of 
neurasthenia. However, the “anxiety crises” are distinctive. Over- 

. Whelming anxiety and fear are dominant and are strikingly expressed. 
There are marked cardiac and vasomotor displays, with an overacting 
heart often irregular and palpitating. There may be nausea, vomiting 
‘and diarrhoea, sweating, feelings of suffocation, vertigo, violent trem- 
bling, and difficulty in walking. BY ate abe 

Anxiety neurosis, too, is one of the main clinical territories of the 
special fears or phobias, with a hopeless multiplication of names 
derived from Greek roots. More important is it to remember that 
these phobias represent a substitution for deeply | hidden psycho- 
pathologic material. The raison d’étre of the phobia is to keep out of 
Consciousness submerged complexes which the personality of the 


Patient cannot face. 
OBSESSIVE-COMPULSIVE REACTIONS 


For Janet, the obsessive-compulsive neuroses represent “lowering of 
' psychological tension”. Meyer gives this useful descriptive definition : 


* From Discovering Ourselves, by Edward A. Strecker and Kenneth E. Appel. By 
Permission of The Macmillan Company, Publishers. 
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“A lowering of general interest and tendency to rumination of what 
is accessible to the patient in his memory, but is not squarely met, 
and where the normal reaction is replaced by rumination, substi- 
tution acts and panics.” 

The symptoms of obsessive-compulsive reactions include obsessive 
thinking, compulsive behaviour, feelings of insufficiency, tension, 
and, occasionally, marked depression and anxiety. The obsces- 
sive thinking may remain ruminative and not eventuate in com- 
pulsive behaviour. Obsessive behaviour may be simple, such as 
touching or not touching various articles, or it may be extremely 
elaborate and ritualistic. I knew a patient who customarily spent 
three hours at night arranging the clothing to be worn the next morning. 


PROGNOSIS IN THE PSYCHONEUROSES 


It is difficult to evaluate prognosis accurately. For one thing, 
reliable statistics are not available. For another, in many patients, 
functional symptoms are mistakenly diagnosed as organic and vice- 
versa. In any event, it may be stated that the incidence of recovery 
could be much higher than it is if the neurosis had not so often been 
fixed by “treatment” which disregarded the all-important and funda- 
mental issue of the motivating emotional conflict. Conversion hys- 
teria and simple neurasthenia, if seen reasonably early, usually respond 
favourably if treated by sensible psychotherapy. Anxiety neuroses 
are more resistant to treatment, but the outlook is good. Severe 
obsessive-compulsive neuroses aré among the most trying and difficult 
problems of psychiatry. The original emotional trauma which usually 
occurred in childhood has become encrusted with many layers of life 
experiences and it is difficult to uncover it. 


TREATMENT OF THE PSYCHONEUROSES 


The treatment begins at the very first moment of contact between 
patient and physician. It is of the utmost importance that the 
patient feel at ease and that he be given the time and opportunity to 
“talk himself out’. Irrespective of the school of psychotherapy to 
which they subscribe, all physicians testify to the therapeutic efficacy 
of the unburdening that comes to the patient in being permitted to talk 
freely. The outline of history-taking has been given (pages 43-62) 


m= 
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but the interview with the patient should never be allowed to degener- 
ate to a “question and answer” basis. As the patient unfolds the 
narrative of his life and of his illness, many leads and clues will pre- 
sent themselves. It is in the following of these indications and their 
elaboration that one comes to the underlying psychopathology and the 
identification of the emotional conflict motivating the neurosis. 

Again, the physical examination, which must never be casual, is 
not merely examination but also treatment. The physical examination 
is important and therapeutic for at least three reasons: (1) Somatic 
morbidities such as foci of infection may be uncovered. It is im- 
portant to remove them, as it is important to treat all intercurrent 
illness. (2) A thorough examination has an excellent suggestion 
effect on the patient and weakens his belief that some underlying 
disease process will elude discovery. (3) Unless the physician has 
made a reasonably complete examination, he will scarcely be in a 
position later on to meet the fears of the patient as to the significance 
of various subjective sensations. 

Conferences with the patient and perhaps the family and the 
examinations may consume much time or little, but it is incomplete 
unless it has provided answers to the questions upon which must be 
based a plan of therapy. The physician must be able to make a 
reasonably accurate estimate of the factors involved in the genesis of 
the functional symptoms: the psychogenic factors, somatic factors, 
and environmental-social factors. What type of psychotherapy is 
indicated by the psychogenic factors? Special technics for making 
hidden material accessible by drugs, such as sodium amytal 0.3 to 
0.6 Gm., narcosis therapy, association tests, the association motor 
apparatus of Luria, hypnosis, etc., may be useful. Should a formal 
Psychoanalysis be advised? Are the environmental-social conditions 
harmful and is it feasible to attempt to modify them? Can the 
patient be treated on an office consultation basis or is a sanatorium 
advisable? 

There are numerous treatment details which may or may not be 
useful in given situations: good nursing, rest, diet, massage, hydro- 
therapy, heliotherapy, psychotherapy, electrotherapy, occupational 
therapy, exercise, tonic therapy, and a well balanced schedule of daily 
activities. Insomnia isan extremely common symptom. It should be 
treated by psychotherapy, hydrotherapy, massage and a modicum of 


hypnotic medication. : ; i 
© These measures must be carried out precisely but the patient must 
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understand that they are helpful adjuncts, and not curative measures. 
They relieve some of the symptoms, make the patient more com- 
fortable, increase the patient’s resistance and enable him to deal more 
effectively with his illness, but, in themselves, they do not produce an 
adjustment. Only through an understanding of underlying emotional 
conflicts, an honest facing of the issues involved and a thorough plan of 
psychological re-education can the patient free himself of his functional 
symptoms and regain health. 

Psychotherapy covers a wide area. It includes any legitimate ` 
psychotherapeutic measure which influences favourably the attitude 
of the patient towards himself, his illness, and his environment in life. 
Useful psychotherapy undertakes to teach the patient the nature and 
causes of his illness, the mechanisms through which the symptoms 
were produced and how and why they continue to operate. Sound 
psychotherapy should have the following principles: 

(1) There should be a satisfactory relationship between patient 
and physician, the so-called “rapport”. Many factors contribute to 
the establishment of rapport, including thorough examinations which 
imbue the patient with confidence ; the understanding and personality 
of the physician ; the co-operation of the patient. 

(2) The conflict, sometimes in the conscious mind but not viewed 
in its complete perspective, and more often in the “‘not-conscious” 
mind, must be brought into the focus of consciousness. It must be 
understood by the patient in all its important implications. 

(3) The patient must be desensitized to the emotional conflict, 
however unpleasant it may be. This may be accomplished by 
repeated psychotherapeutic conferences during which the conflict 
material is carefully analysed. 

(4) Re-education which, in effect, is the practical application of 
the lessons which have been learned. An adequate re-educational 
programme includes the inculcation by practice of healthy mental 
hygiene habits and the utilization of industrial, occupational, avoca- 
tional, and recreational outlets. 

(5) Often patients need a reasonable amount of help in a fair 
modification of Harmful environmental influences. 

(6) It is well to teach patients that psychotherapy, like physical 
therapy, has its limitations. Not only in the lives of psychoneurotic 
patients, but in the life of every human being, there are environmental 
stone walls which cannot be demolished. These must be accepted 
and, as far as possible, discounted. Energy which is so much neede ! to 
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overcome the illness must not be dissipated in useless railing and 
rebellion against conditions which cannot be changed. 

Radical treatment, electroshock, and even prefrontal leucotomy, 
has been advocated, and used with some degree of success. Electro- 
shock and, particularly leucotomy, should be carefully considered in 
very severe anxiety and obsessive-compulsive reactions which have 
lasted a long time, without response to other methods of treatment, and 
in which the previous personality has been extremely meticulous and 
rigid. 


8 
Defect Reaction Types 


GENERAL CONSIDERATIONS 


The defect reactions imply constitutional absences or deficits 
rather than acquired disease. Students of psychiatry are chiefly in- 
terested in Mental Deficiency (fecblemindedness) and Constitutional 
Psychopathic Inferiority. DA 

There are probably not less than 500,000 mental defectives in the 
United States, including about 30,000 idiots, 100,000 imbeciles, and 
the remainder morons. 

Etiology. Inheritance is significant, but other factors are also 
important. Birth injuries; inflammatory brain reactions like menin- 
gitis, head trauma, severe endocrine imbalances, etc. ; 

Grouping. Various classification lists have been proposed. 
Practical considerations suggest classifications on the basis of I.Q.. since 
the psychometric tests are standardized and reliable. An idiot has an 
1.Q. not higher than 20; an imbecile, from 21 to 50; a moron above 50 
and below 70. Above this level there are subnormal groups. 

A behaviour perspective is valuable: in idiots, the instinct of self- 
Preservation operates very feebly and the idiot is not able to shield 

imself against common physical dangers. Imbeciles cannot manage 
their own affairs nor can they be taught to do so. Morons require 
Supervision, care and control and are not capable of competing with 
Others either in earning 2 livelihood or in protecting themselves from 
Social dangers. Imbeciles and morons may show criminal proclivities 
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but probably not in greater proportion than in the average population. 

There are various pathologic types recognized clinically. Birth 
Injury Cases are due to prolonged labour and forceps injuries; 
Little’s disease, a spastic diplegia and congenital athetosis are examples. 
Cerebral Inflammation cases show a variety of neurologic symptoms. 
Congenital lues is indictable in about ten per cent of this group. Mon- 
golism is a congenital mental defect, usually with an 1.Q. at the idiot 
or lower imbecile level. In a considerable number of instances, 
Mongolians are born of parents between 37-40 years of age and more 
than half of them are last in the order of birth. Microcephaly is 
distinguished by a small head and a brain usually weighing less than 
goo grams. Hydrocephaly is due to blocks in the ventricular system 
or failure of fluid absorption. Lues, basal meningitis and internal 
birth haemorrhage may be basic. The fluid content may be more than 
2000 cc. Hydrocephaly is not inconsistent with average or even 
superior mentality. Cretinism is due to thyroid deficiency and, if 
treatment is instituted early enough, restitution may be accomplished. 
Pituitary syndromes include adiposities, gigantism, the syndrome of 
Froelich and the rarer Laurence-Moon-Bied1 syndrome, etc. Amaur- 
otic Family Idiocy is distinguished by its frequency in the Jewish 
population and the typical “cherry-red spot” in the retinal macular 
area. 2 

Mental defectives, notably in th 
physical abnormalities (stigmata). 

It is important to distinguish between mental defect and mental 
retardation. Mental defect, no matter how skilfully treated, cannot 
be corrected beyond the limitations of the innate brain pattern. 
Mental retardation is correctible. It may be due to impeding 
physical conditions like impaired vision or hearing; to environmental 
conditions like the speaking of an alien language in the home; to 
anxiety resulting from an emotional problem often concerned with sex 
or on the basis of inferiority feelings. E 

Psychotic Manifestations. Particularly in the lower intelli- 
gence brackets, mental symptoms, when they occur, tend to be episodic 
— uncontrolled and long-continued motor activity, hallucinatory 
phases, etc. Sometimes in imbeciles, and more often in morons, the 
mental symptoms may be more elaborate amounting to manic- 
depressive and schizophrenic reactions. However, the clinical patterns 
are simple and abortive and the schizophrenia is much like the 
schizophrenia of primitive people, i.e. mere fragments of delusional 


e lower grades, frequently have 
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formation, hallucinosis and a large segment of mannerisms, negativism, 
echolalia and echopraxia. 

Treatment. This is not the field of specific therapy, but in 
cretinism, and in a few other instances, the results of proper treatment 
may be brilliant. The chief therapeutic weapons are adequate 
educational and manual training programmes and the inculcation of 
habit patterns of physical hygiene. The high-grade feebleminded, 
if properly trained, may find satisfactory occupational levels. Many 
defectives should be treated, for a time at least, in suitable institutions. 
If there are pronounced mental symptoms, mental hospitals are 
needed. 


CONSTITUTIONAL PSYCHOPATHIC INFERIORITY 


Constitutional psychopathic inferiority is as much a defective state 
as is feeblemindedness. Tested intelligence shows average, and even 
a superior level, but the behaviour demonstrates that there is an in- 
nate defect in all other significant and important mental capacities. 
There is emotional instability, occupational inadequacy, impulsive 
conduct, absence of ethical and moral appreciation, disregard of truth- 
fulness, decency and social responsiveness. 

An idea of the tremendous social and economic problem may be 
inferred when it is remembered that, like the intellectual defective, the 
Constitutional psychopathic inferior is unable to profit by experience. 

Members of the group of psychopathic inferiors are very frequently 
in contact with the law, usually for relatively minor offences, petty 
larcency, quarrels, threats, assaults, and many infractions of the motor 
vehicle code. There are serious problems of delinquency, venereal 
disease, prostitution, illegitimacy, alcohol and drug. addiction, ete. 

In the ranks of the constitutional psychopathic inferiors are in- ' 
cluded inadequate, paranoid and emotionally unstable per- 
Sonalities, alcoholics and drug addicts, pathologic liars and 
Swindlers, kleptomaniacs and pyromaniacs, moral degener- 
ates, sexual deviates, malingerers, pseudo-querulants and 
others. By no means are all individuals who belong to these ` 
Separate groups constitutional psychopathic inferiors. f ) 

The pathologic liar lies almost by rote and, usually, with an in- 
sufficient objective. The lies are much like the phantasy wish-ful- 
filment of children. Pathologic swindling often is a logical out- 
growth of pathologic lying. It is an acting out of the lying. 
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Little is known concerning etiology. One cannot go much beyond 
the statement that there is a constitutional lack or deficit, possibly an 
arrest of the emotional maturing processes. .Psychopathologically 
there is the picture of decided over-compensation for inner inferiorities. 

As in the mental defectives, the majority of the psychotic reactions _ 
are transient and episodic, such as spontaneous excitements and 
depressions, emotional tantrums and upheavals, hallucinatory states, 
paranoid reactions, etc. The mental symptoms may be definite 
enough and continued for a sufficiently long time to constitute a manic- 
depressive or schizophrenic reaction. Only a comparatively small 
number of constitutional psychopathic inferiors are admitted to mental 
hospitals. In institutions, hospitals, and even jails these individuals 
are usually popular. Often they have winning personalities, and are 


congenial and obliging. Satisfactory treatment has not yet been 
devised. 


9 
The Psychiatry of the War 


THE IMPACT OF WAR 


We are in the greatest war in the history of the human race. 
Along with the mobilization of industry and all'the vast resources of the 
nation, it is inevitable that there should be a mobilization of psychiatry, 
its Capacities and its techniques. Modern war could not be fought 
without psychiatry and the wide utilization of psychiatrists. In war, 
the psychiatric function of physicians is at least fourfold: First, the 
selection of men for the armed services who are not' too vulnerable to 
neuropsychiatric disabilities. Only in this way can military morale 
be raised and maintained at a high winning level. In encampments, 
but particularly under combat conditions, the occurrence of neuro- 
psychiatric disabilities is seriously disruptive of discipline and morale. 
A wound, even if mortal, received on the field of battle tends to raise 
morale in those who witness it. It sets into motion strong emotional 
reactions which stimulate the fighting'spirit. On the other hand, the 
sight of an hysterical convulsion is mystifying and alarming, lowers 
morale and decreases the fighting spirit. One of the most important 
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duties of the physician in the service will be to discover soldiers who 
have been inducted into service, and who, from the standpoint of 
neuropsychiatry, are too breakable to survive the emotional impact of 
combat. Another important duty which will contribute to building 


. good morale is to act as the friendly counsellor of the soldiers who are 


often confused by the breaking of home and family ties, homesick, and 
morbidly anxious in anticipation of coming hardships, trials and 
dangers. 

The second neuropsychiatric function of the medical officer is to 
treat, as thoroughly as he can, the neuropsychiatric disabilities assigned 
to his care or, under combat conditions, the disabilities as they are 
brought to the dressing station or military hospital. 

The third function of physicians, particularly those physicians who 
remain in civil life, is to raise the morale of the civilian population 
to the highest possible level, keep it there, and to be prepared to relieve 
and treat the anxiety and other reactions which may be caused by the 

. tensions and hazards of war. 
_ Finally, after the war is over, psychiatry must be ready to play an 
important role in the reconstruction. One may anticipate a post- 
war situation of very wide distribution which may readily become 
chaotic—a dangerous restlessness or deadening apathy. 


WAR AND THE CIVILIAN 
‘From various observers* and from direct information to which I 
` have had access, some conception of the effect of bombing upon the 
civilian population may be given. As compared to soldiers, functional 
symptoms are comparatively rare among civilians, less than two per 
cent of London hospital admissions. The psychoneuroses follow 
either exposure to danger or disorganization of the usual life due to the 
chaos in the bombed areas or evacuation. i ) 
The immediate psychological reactions are acute panic reactions 
sometimes with amnesia and disorientation; immobile and passive 
reactions; conversion symptoms, tremor, anaesthesias, etc. Remote 
reactions usually represent the stirring into activity of pre-existing 
Neca D.: Peychologial EAs Al dome Cet D T Teal War Di 
fervous System, 3, 79-87, March, 1942, London, and private sources. The abstract 


of Dr. Gillespie's book is through the courtesy of the euro-Psychiatric Institute of 
the Hartford Retreat and by permission of the publishers, W. W. Norton & Company. 
rf 
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latencies and predispositions. However, many psychoneurotics and 
psychotics are left untouched. Oddly enough, civilians who habitually 
seek shelter in the deeper air-raid shelters seem to'be more affected by 
fear of raids. Civilians who have duties connected directly with the 
bombings—for- instance, firemen—show an amazingly low incidence 
of psychiatric disorders. ; 

Gillespie’s interesting discussion touching upon some of the 
reasons why psychoneurotic reactions are relatively rare among 
civilians is given in abstract form.* 

Observing that civilians seem to be less subject to war neuroses 
than troops, the author points out that a citizen is free, a soldier 
subject to obedience. The greater the sense of individual respon- 
sibility, the less the likelihood of resort to primitive or socially in- 
adequate reactions. The greater the sense of individual responsibility, 
the less the likelihood of neuroses. In this connection may be cited 
the rarity of hysterical reactions among the members of the Royal Air 
Force. In war, two emotions that are characteristic of the British 
stand out prominently: infinite patience, and pity that only slowly 
turns to anger. There is also a detachment that is important in 
civilian morale; but the mainspring of the quiet endurance of the 
ordinary man in Britain is his pride, and the knowledge that he is 
free. Finally he is an idealist and has a positive aim. 

The civilian today is a part-time soldier—a large portion of the 
time he is trying to lead a normal life, but for a short time he may find 
himself the object of an attack or playing an active part in meeting 
enemy attack. 

Safety, lack of sleep, and destruction of homes are three major 
aspects of the problem of air raids and their psychological effects on 
civilians. For purposes of general morale, it is important that life go 
on as normally as possible. The desire for safety is interwoven with a 
desire for comfort and the necessity of pursuing a normal existence. 

To some people discomfort seems to be a worse alternative than 
risk of injury ; with others it does not. The attitude adopted by people 
towards shelters is important. The feeling of security which is pro- 
duced is important in itself and it is often present or absent on irrational 
grounds: but if present, it is obviously beneficial in ensuring rest and 


* Additional reports from British observers would indicate that perhaps the first 
reports of the small effect of bombing upon civilians were rather over-optimistic and 
that the percentage of neurotic reactions is rather larger than was indicated. Glover, 
Edward: “Notes on the Psychological Effects of War Conditions on the Civilian Popu- 
lation”, Int. Jour. Psychoanalysis, 13; Part I, 1942. 
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diminishing nervous strain. The psychology of sheltering is primarily 
an emotional one. 

Shortage of sleep is a serious problem owing to its deleterious 
effect on working capacity, and the nervousness and irritability which 
follow in its wake. It was found in England that people who made 
themselves comfortable slept better than those who did not. As 
people became more accustomed to raids, fewer people missed any 
sleep. The percentage of women deprived of sleep seemed nearly 
always to be ten to twenty per cent higher than with men. 

The question of morale is obviously linked up with what the indi- 
vidual considers sufficient grounds for fighting. Psychology can play a 
role in pointing out the consequences and fallacies in certain arguments. 

With regard to industrial production, efforts to stimulate workers 
to feverish activity in the supposed interest of increased output are 
foolish. Overlong hours and continuous work without intervals for 
rest are to be avoided. Sunday rest and holidays should be given, and 
boredom should be alleviated by distractions such as music. In 
arranging work shifts, experience of the last war indicated that alter- 
nate weeks proved better than alternate fortnights for night work. 
A two-shift night-work system has been considered advisable, and 
night work for women inadvisable. It is debatable whether a cur- 
tailed lunch hour permits of the production of useful work during the 
time saved. When smoking is forbidden at the work benches, it would 
seem that a great deal of time is wasted by the smokers in lavatories. 

The incidence of war neuroses so far seen has been remarkably low. 
Everywhere there has been a complete absence of panic or hysteria. 
P erhaps certain cases of neuroses which should find their way into 
hospitals do not always do so. Nervousness at air raids is probably 
regarded by the victim as a not surprising aftermath to some terrify- 
Ing experience, rather than a condition requiring medical attention. 
The air raids to which London was so long subjected illustrate the 
adaptability of people to the severest strains. People exposed to 

last, who are not injured but are brought into the hospital pale, 
Shocked, and looking very ill, appear to make a complete recovery, 
and are fit for discharge in about three days. 

When war neuroses do develop they fall into two categories—acute 
Cases, and subacute and chronic conditions. The latter resemble 
neuroses seen in peace-time. They show the usual clinical picture of 
anxiety state, hysteria, obsessional states, occasional psychoses, etc. 
Anxiety states are the most common and are apt to be very intractable. 
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The author believes that in war neuroses more consideration should be 
given to a psychological disturbance which perpetuates whatever 
biochemical changes a psychological shock leaves as its aftermath. 
The acute conditions usually respond well to treatment, which is 
facilitated by abreaction and narcosis.* 

Apparently, in London and in other much-bombed cities in Eng- 
land, there has been some increase of juvenile delinquency. This is 
natural and explainable on the basis of disorganized home life and the 
relaxation of parental supervision. Unsatisfactory foster-homes for 
evacuee children are contributing factors. Too much disruption of the 
routine life and activities of the child is disastrous. It is important, 
as far as possible, to have a fairly even social level among the evacuee 
youngsters. An excellent‘idea has been the grouping of a number of 
children in large houses under the care of their own mothers. 


WAR AND THE SOLDIER 


Psychoneuroses in the fighting forces may be considered under three 
_ headings: constitutional predisposition, environmental stress, and the 
inner psychological factors. Those who, on the basis of the last war, 
studied the incidence of psychoneuroses in the services varied only in 
the frequency with which they discerned predisposition. They agreed 
that even those not apparently predisposed could break down sooner 
or later under stress, As in psychoneuroses in general, the per- 
sonality traits most commonly identified in psychoneurotic casualties 
seem to be timidity, lack of aggression, and proneness to anxiety. 
The question of aptitude for specific jobs in the armed forces in this 
war is particularly important. The outstanding cause of war neuroses, 
apart from predisposition, is the fear of death or disablement. Symp- 
toms persist so long as there is a conflict between desire for self- 
preservation and sense of duty. 

The special forms of psychoneurotic illness most frequently ob- 
served in military life are: dyspepsia, effort syndrome, “rheumatism”, 
reflex paralysis, conditioned or associated anxiety syndrome, fatigue 
syndrome (this follows a considerable period of arduous service although 
directly acting physical factors are less important than those such as 
anxious tension), exhaustion syndromes, traumatic psychoneuroses 
(following some terrifying experience without physical injury, but not 


* Courtesy of Abstracts and Translations of Tti F? E 
Hartford Retreat, U.S.A. the Neuropsychiatric Institute of th 
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occurring as long as the man is kept busy). Amnesia, as in civilians, 
is rare, and reflects a sense of shame, a blow to self-esteem, or repression 
of an intolerable experience. 

Like the timid, anxious, unaggressive types, and likè cases of effort 
syndrome, the obsessional “self-driven” type of individual has come 
under psychiatric observation under war conditions far more often 
than in peace-time. Such cases exhibit depression or states of anxiety 
as a result of continued stress. 

In considering treatment, prevention is the idea at which to aim 
since probably one-half to two-thirds of those who break down are 
predisposed. The correct place for the psychiatrist is predominantly 
at the early stages of recruitment and training. 

For acute reactions, rest and nourishment are primary. Treat- 
ment for chronic cases depends on how far fatigue and trying experi- 
ences have been involved and how far the condition is ascribable to 
internal factors. However, psychotherapy and treatment generally 
are of little value for restoration to full fighting capacity after a break- 
down has occurred in most cases wherein temperamental unsuitability 
has played a main part. A certain number of temperamentally or 
intellectually subnormal men can be fitted into special corps, but they 
they should not be recruited for this purpose.* 


TREATMENT OF MILITARY NEUROPSYCHIATRIC 
DISABILITIES _ ‘ 
isabilities because of their extremely high in- 
-military problems. Statistics of World War I 
venth of the total casualties; 


__ Neuropsychiatric d 
Cidence are vital medico: 
indicate that they constituted one-se 
excluding wounds they made up one-third. There are not enough 
psychiatrists available to meet the urgent need. In large measure 
line medical officers must deal with these problems. ; : E 

Neuropsychiatric treatment is highly significant in shaping the immediate 
and distant future of the disabled soldier. Neuropsychiatric casualties en- 
danger the morale and discipline of troops. The objective of treat- 
Ment is to return to duty as many men as possible, if necessary with 
reclassifications, and, failing this objective, to send them back to civil 
life without neuropsychiatric handicaps incapacitating them for self- 
Supporting work. 
H * Courtesy of Abstracts and Translations of the Neuropsychiatric Institute of the 

artford Retreat, U.S.A. “TM8-210 Technical Manual Guides to Therapy for 


t Prepared by the author for 
Medical Officers War Dept.”, March 20, 1942. 
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Neuropsychiatric situations will rarely appear with an obvious diag- 
nosis. The widest variety ofsymptoms and signs will occur, but allow- 


ing for many combinations, the outstanding symptomatic segment will be: . 


A. Physical: Ranging from convulsions, coma, lesser degrees of 
disturbances of consciousness, paralyses, deafness, blindness, severe 
headache, etc., to tics, limited anaesthesias, etc. 

B. Emotional: Including depression, often suicidal, elation, 
resentment, irritability, fear, suspicion, excitement, anger, rage, etc. 
Admixtures are to be expected. 

> C. Military misbehaviour embracing suspected fifth-column acti- 
vities or spying, inciting to insubordination, striking an officer, drunken- 
ness, neglect of duty, “grousing”, quarrelsomeness, petty stealing, etc. 

Unless the medical officer has some idea of the underlying nature 
of the emergency, his treatment efforts are apt to be ineffectual or even 
harmful. His examination should be extensive enough to answer the 
following questions: Is it organic or functional? If organic, is the 
seat of the disease outside the nervous system (uremic convulsions, sinus 
headache, etc.)? If functional, is it psychosis or psychoneurois? If 
psychoneurois, is it the usual war neurosis conversion hysteria or a less 
frequent neurosis—neurasthenia, anxiety, obsessive-compulsive? Can 
the disabling symptoms be speedily removed? Is it malingering? 

The medical officer must not expect elaborate histories, and in the 
field, at best, there will be available only a part of the information. 
Reliable sources of information are the sick soldiers, officers, “top 
sergeant”, and “buddies”. 


The medical officer’s most reliable diagnostic instrument is care- 
ful observation. However, a brief neurologic examination (tempera- 
ture, pulse, pupillary responses, particularly to light, tendon reflexes, 
notably KJ, abdominal and cremasteric reflexes, Romberg’s sign, 
posture, gait, etc.) may furnish valuable diagnostic and treatment 
leads of neurologic and psychiatric conditions—for instance, multiple 
sclerosis and paresis. The psychoses of senility are excluded by 
military age limits. However, there may be profound dementia due to 
alcoholism, epilpsey, brain tumours, presenile pathology, etc. 

Determined in practice by military exigencies, the major portion 
of the mental examination is dependent upon observation. By observ- 
ing carefully much may be noted: general appearance, state of body, 
clothing, facial expression, attitude, motor activity and whether it is 
purposeful or aimless, related to the environment or not, catalepsy, 
stupor, mannerisms, negativism, suggestibility, echopraxia, etc. 
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If accessible, the soldier should be discriminatingly questioned in 
order to confirm impressions of observational data or determine the 
presence of decided mood alterations, overactivity or underactivity 
of thought and speech, illusions, hallucinations, obsessions, ideas of 
reference, delusions, orientation, memory including amnesia, in- 
telligence, etc. } : 

An estimate of the emotional state and of consciousness is a neces- 
sary condition of diagnosis and treatment. In manic-depressive, the 
emotional display is likely to be fairly clear-cut, depressed, often with 
self-blame and ‘suicidal trends or exhilarated with quick shifts to other 
emotional reactions ; inschizophrenia, the emotional expressions tend to 
be inadequate to the verbally expressed thinking or even at odds with it. 

Once conversion hysteria is well developed there is less emotional 
disturbance than would be anticipated in view of the dramatic 
character of the symptoms; in the other neuroses there is over-concern, 
tension and anxiety, fear, panic, etc. 

In a general way, and in the absence of epilepsy, paresis, deep 
| depression, or grave neurologic or toxic pathology, disturbances of 
Consciousness are prognostically good omens. In the recoverable 
War neuroses, particularly those occurring in combat, there is often an 
initial befogged state, perhaps immediately determined by concussion, 
fatigue, or food deprivation. Even more favourable „are acute 
Psychoses with delirium dependent upon physical exhaustion. They 
respond readily to simple treatment such as hot food, increase of fluid 
Intake, rest, explanation. ae 

Malingering is a deliberately planned attempt to evade military 
duty or secure a discharge by feigning illness. While not easy to detect, 
yet usually the simulation is overdone or incomplete, with the absence 
of fundamental signs and symptoms. Various techniques, like warm- 
ing a clinical thermometer, or taking purgative medicines, or self- 
inflicted wounds, may be employed. Treatment should never omit 
giving the malingerer a “chance”. Not infrequently, detection, con- 
fession, and frank, explanatory discussion will convert him into a 
good soldier. R , 

Often military misbehaviour is incipient evidence of psychosis, 
| Psychoneurosis, or even organic neurologic disease. Successful treat- 

ment depends upon uncovering the underlying condition and dealing 
with it. Itis important to determine whether the behaviour is con- 
| sistently below army standards (indicating mental defect, constitu- 
tional psychopathic inferiority); whether there was a rather abrupt 
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change in the behaviour pattern (indicating manic-depressive, schizo- 
phrenia, paresis); whether there was a gradual alteration (indicating 
alcoholism, anxiety neurosis). Was the conduct marked by over-action, 
as in the boisterousness, aggressiveness, and violence of mania, paresis 
or schizophrenic excitement or, as more often in schizophrenia, by 

- under-reaction as in the passive withdrawal from companionship and 
activities? The psychological setting in which the misbehaviour 
occurred may at once suggest corrective treatment. For instance, 
is the soldier homesick? Is he worried about bad news from his 
family? Perhaps he has had a gossipy letter hinting that his wife or 
his “girl” is interested in another man. 


CONVERSION HYSTERIA AS THE COMMON WAR 
NEUROSIS. 


Guides to Treatment and some last War Records. 


The common war neurosis is conversion hysteria. In its treat- 
ment, particularly, the medical officer should have a working theory 
of its development. There is an underlying unconscious conflict. 
The demands of the instinct of self-preservation strongly activated 
by moving emotions, fear, horror, and revulsion, versus ideals of 
soldierly duty, patriotsim, honour, training, and discipline reactions. 
Under conscious worry, stress, fatigue, or physical shock, the conflict 
may be converted into protective symptoms, the clinical war neurosis. 

A few facts are valuable treatment guides: (1) War conversion 
hysteria is more likely to occur in the intellectually “average” soldier; ` 
neurasthenic, anxiety, and obsessive-compulsive reactions in the 
superior soldier and officer. (2) The symptoms of hysteria appear 
much more abruptly than in the other neuroses. (3) Conversion 
symptoms—especially in combat—are apt to be total symptoms, 
blindness, paralyses, hemi-anaesthesias 3 in the other neuroses they are 
more often partial—blurring of vision, weakness, paresthesias. (4) 
Often conversion symptoms may be removed by simple psychotherapy 
—such as suggestion. (5) In war hysteria, the earlier the treatment is 
instituted, the better the prognosis.. 

These are highly important considerations, notably during combat, 
when time limits for restoration to duty (often only a few days): must 
e rigidly observed. What is said of treatment in the combat zone 
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applies with equal force to soldiers in encampments or in quiet sectors. 
In the zone of active combat, the neurosis will be much more severe ;_ 
at the onset, the consciousness may often be clouded; there will be 
fewer ‘and poor treatment facilities, yet the results will be better than 
in encampments, sometimes reaching more than seventy per cent 
restorations. 

A survey. of psychiatric casualties as they appear in the theatres 
of war and those returned to this country would seem to indicate 
that anxiety reactions will be more frequent in this war than “‘shell- 
shock”? or conversion hysteria. Although only about twenty-five 


years have elapsed since World War I, yet the increase in the lethal 


Properties of the machines of war has been so great that lower levels 
of human fear and horror have been opened. 

It may be helpful in developing treatment techniques to outline 
briefly the clinical pictures in the very early stages in one hundred 
Consecutive neuropsychiatric casualties brought to the triage at 
Chateau Thierry, during the third battle of the Marne, in World War I. 
The symptoms are given in the order of their relative frequency. 

Physical: Tremors of all types; disturbances of special senses and 
Speech, partial and complete; disorders of posture (from “stiffness” to 
the arc de cercle of the grand hysterical convulsion) and’gait (from mere 
Unsteadiness to grotesque steppage) ; tics andirregular movements, often 
very elaborate and ritualistic; motor pareses; anaesthesias ; paralysis. 

Emotional: Fear, horror, worry, “nervous” excitability, timidity, 
mild exhilaration, neurasthenic and, in about a third of the soldiers, 
the early emergence of anger, shame, regret, pride, bravado, optimism, 

‘ope, courage, loyalty, patriotism, ambition. ‘ 

Consciousness: Clear, 28; mild and moderate befogging, 22; 
deeper grades of clouding, 21; dull, 10; stuporous, 7; dazed, 3; alert, 
T; undetermined, 5. 

Briefly, the Beet lessons to be derived are these: (1) Early 
treatment is highly important, since often it was possible to remove 
Symptoms by simple suggestion. (2) The most satisfactory results 
Were obtained in soldiers showing initial clouding of consciousness. 
3) The critical psychotherapeutic treatment time is when con- 
sciousness begins to clear. (4) As soon as favourable secondary 
emotional trends begin to emerge they should be shaped and 
Strengthene ositive and negative suggestion. i! ee 

nee ane Ailewanee for the occurrence of the disability in en- 
Campments or in combat, and for the availability of psychiatric 
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consultation and facilities, treatment should utilize the following 
considerations : 

(1) Assoon as possible, a brief examination and interview to deter- 
mine the symptoms and to gauge roughly the soldier’s personality. 

(2) Establishment of rapport. 4 

(3) An attempt to remove some of the symptoms by persuasion and 
suggestion, given verbally and, sometimes, with the aid of some in- 
strumental device like a tuning-fork. 

(4) Desensitization and simple explanatory therapy. 5 

(5) The production of positively and negatively conditioned psychic 
reflexes. Positive: concerning the advantages of returning to the 
front or in camp to the pleasant associations of the “outfit”; Negative: 
painting evacuation in gloomy colours (loss of the chance to parti- 
cipate in the honours of the “outfit”, separation from “buddies”, etc.)- 

In a group of soldiers who have made fairly good symptomatic 
recoveries, but who persistently retained a few symptoms, the question 
of volitionally withheld co-operation must be considered. Without 
using undue severity and without trace of malice, such men soon 
found that an invisible barrier had been erected between them and the 
other patients. They were denied certain privileges, and were assigne! 
a reasonable amount of work such as policing grounds and digging 
latrines. No one was permitted to impugn their motives directly, yet 
they were confronted by a questioning-expectant attitude. Always 
the opportunity was afforded, and indirectly encouraged, of talking 
things over; always there was the invitation and temptation to changè 
their status to a less dubious and happier one. 

Even under combat conditions, some degree of classification of 
neuropsychiatric casualties is both possible and important. 
“ele practical classification is “mild”, “severe”, “chiefly physical”, 

rapidly improving”, “refractory”. 

In field treatment units a few rules are useful and should be followed 
by those who come into contact with the patients, 

(1) Each patient on admission to have a hot drink. 

(2) Each patient to have three full meals a day unless otherwise 
ordered. 

(3) Do not discuss the symptoms with the patient; 

(4) Be firm a nd optimisti c in all your dealings with these patients. 

(5) No one is permitted in these wards unless assigned for dut 

(6) Rapid cure depends on food, sleep, exercise and aa eal 
attitude of those who come into contact with them. P 
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There are many treatment details. Only a few are mentioned. 

Hypnotic medication, probably paraldehyde and the barbiturates 
for severe insomnia; tincture of belladonae for tension; benzedrine 
sulphate for depressions, particularly with slow and difficult thinking 
and hypotension; sodium amytal, 0.3 to 0.6 Gms. intravenously when 
needed, to secure relaxation or even mild hypnoidal states, in order to 
remove inhibition, so that traumatizing experiences are brought to the 
surface and ventilated and that the soldier is desensitized and may 
begin to build insight. Occasionally hypnotism is helpful. 

A brief summary in tabular form will be helpful. The more im- 
portant basic conditions in which the emergency occurs are in bold 
face type and the outstanding ones are preceded by an asterisk. 


Basic Condition 
*War Psychoses 


(Exhaustion 


Deliria 


Head Trauma 
elirium Tremens 
Loxic Psychoses 
Epilepsy 
Manic-Depressive 
(hypermania) 
Korsakoff’s Syndrome 
Brain Tumour and 
Abscess 
bsessive-compulsive 
Reactions 


Remarks: Delirious 
of suicide. In sli 
excluded. 


DELIRIUM 


Treatment 
In general, protection 
of the patient, food, 
rest, increased fluid 
intake, elimination of 
toxins, etc. In head 
trauma,promptevac- 
uation and neuro- 
surgery. In alcoholic 
delirium tremens 
withdrawal of alco- 
hol, cautious seda- 
tive medication (pref- 
erably paraldehyde), 
large quantities car- 
bohydrates. NaCl, 2 
Gm. every 4 hours, 
high-caloric diet, 
high-vitamin diet, 
plenty of fluids. The 
intravenous use of 
roo cc. of 50% glu- 
cose; 100 mg. thia- 
min chloride, and 30 
units ofinsulinis very 
effective. Ifnecessary 
it may be repeated 
in 3 hours. Large 
quantities of orange 
juice should be given. 


patients should be carefully watched. 
ight head trauma with ‘‘delirium”, malingering should be 


Disposition 

Regardless of the na- 
ture of the emer- 
gency situation, the 
final outcome is more 
or less predictable 
and is largely deter- 
mined by the basic 
condition. A consid- 
erable percentage of 
the following can be 
returned to duty: 
Exhaustion Deliria, 
Conversion Hysteria, 
Malingering. 

A smaller segment of 
the above group will 
have to be evacua- 
ted, hospitalized, 
and reclassified. 

A still smaller segment 
will eventually be 
discharged. A few 
will be convicted by 
court-martial. 


There is danger 


F 
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CONVULSIONS 
Treatment 


Basic Condition 


*Epilepsy Protectthepatientfrom 
*Head Injury injury, particularlyin 
Paresis epilepsy. 
Conversion In conversion hysteria 
Hysteria and head trauma, 
(War Neurosis) treatment indica- 
Toxic Psychosis tions have been 
Brain Tumour and given. 
Abscess 
Malingering 


REMARKS: A convulsion may be the first sign of 
paresis. 


DISTURBANCES oF CONSCIOUSNESS 


FROM SLIGHT TO DEEP STUPOR 
Basic Condition 
*Conversion 
Hysteria 
*Exhaustion Deliria 
Head Trauma 
Petit Mal 
Epileptic Stupors 
athologic 
Drinking 
ee 
Brain Tumour and 
Abscess 
Schizophrenia 
Manic-Depressive 
(Depressed phases) 
Malingering 
Remarks: Disturbances 
ticularly in epilepsy have im 
legal significance. Very careful records should be 


Treatment 
The treatment depends 
on the basic condi- 
tion and has been 
given. 


made. The less usual extraneous Poisons, such as 
bromides, various hypnotic drugs, marihuana, 
benzedrine, etc., should be considered as toxic 
sources, 
AMNESIA 
Basic Condition Treatment 
*Conversion The basic condition 
—_ F. 

Hysteria directs treatment. 
Exhaustion Sometimes hypnotism 
——_ A 

Delirium is useful, 
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Disposition 

After evacuation and 
hospitalization there 
will be need for re- 
classification ofmany 
soldiers in the follow- 
ing groups: Head 
Trauma, Alcoholism, 
Delirium Tremens, 
Milder Toxic Psy- 
choses, Reactive De- 
pressions, Grave Neu- 
rasthenia, Anxiety 
Neuroses, Obsessive- 
Compulsive Neu- 
Toses, Constitutional 
Psychopathic Inferi- 
ority, Mental De- 
fects (a small per- 
centage ofhigh-grade 
mental’ defectives 
make good soldiers). 
Some of the above 
groups will eventu- 
ally be discharged. 
Only a relatively few 
of the following are 
returnable to duty, 
but a somewhat lar- 
ger number may be 
reclassified. Thé ma- 
jority will have to be 
evacuated, hospital- 
ized, and eventually 
discharged. Epilepsy 
in all Its Phases, 
Paresis, Brain Tu- 
mour and Abscess, 
many other oe 
rologic condi- 
BoA Ekorsakafs 


tions, 3 
Syndrome, Schizo- 
phrenia, Manic- 


Depressive, All De- 
teriorated States. 
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AMNESIA—continued 


Basic Condition 
Head Trauma 
Petit Mal 
Epileptic Fugue 
| Epee 
| Equivalents 
| Including Furor 
and Clouded 
States 
Pathologic 
Drinking 
Malingering 
Toxic Psychosis 
Brain Tumour and 
Abscess 
Remarks: Important and even critical military situations may be involved, 
therefore the military medico-legal import is grave. 


; Moror DISORDERS, PARALYSES, ALL DEGREES OF WEAKNESS, 
i INCO-ORDINATION, TREMORS, Tics, PATHOLOGIG POSTURES, GAITS 


| Basic Condition Treatment | 

_ *Conversion Treatment is as given 
Hysteria above and dependent 
| 

| 


Head Trauma upon the basic condi- 
Brain Tumour and tion. 
Abscess 
Other Organic 
| Neurologic 
Conditions 
Pathologic Drinking 
Paresis 
Schizophrenia 
(Mannerisms) 
Deteriorated States 
(Pre-senile and 
others) 
Mental Defect 


Remargs: The motor symptom 
and occasionally in multiple sc 
sion hysteria they may be rapidly rem 


ns appear very rapidly in conversion hysteria 
Jerosis and brain tumour. Often in conver- 
oved by suggestion. 


‘ 
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Sensory DISTURBANCES, ANAESTHESIAS, DISTURBANCES OF 
SPECIAL SENSES AND SPEECH 


Basic Condition Treatment 
*Conversion Treatment as given 
Hysteria above. 
Organic Neurologic 
Diseases 
Malingering 
Head Trauma 


Brain Tumour 


Pathologic Drinking 
Paresis 
Schizophrenia 
Manic-Depressive 
Reactive Depression 
Toxic Psychosis 
Deteriorated States 
Mental Defect 


Remarks: The sensory symptoms a; 
are often quickly removed b 
peripheral nerve lesions. 


Ppear rapidly in conversion hysteria; 
y suggestion and do not indicate central or 


Somatic Symptoms: OBJECTIVE, SUCH As Vomitinc, DIARRHOEA, 
ETC., AND SUBJECTIVE, SUCH AS SEVERE PAIN, VIOLENT 
HEADACHE, Pain, Dizziness 


Basic Condition 


Treatment 
*Neurasthenia 


Treatment as outlined 
*Anxiety Neurosis above and dictated 
Conversion by the basic condi- 
ysteria tion. 
Head Trauma 
‘athologic 
rinking 
Toxic Psychosis 
Malingering 
‘aresis 
Brain Tumour 
Epilepsy 
Reactive Depression 
Manic-Depressive 
(Depressed) 
Schizophrenia 
Remarks: Notably in paresis and in lesser 


be a neurasthenic picture. The greater numb: 
in this group, 


degree in epilepsy there may 
et of malingerers will be found 
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DECDED EMOTIONAL 
| REACTIONS AND BEHAVIOUR; SUICIDAL ATTEMPTS, VIOLENCE, 
| HOMICIDAL ATTACKS, Panics 


Basic Condition 
Manic-Depressive 
Reactive 
e. 

Depressions 


Treatment 
The first duty is the pro- 
tection of the patient 
and those in the en- 


Paresis vironment: then treat 
eee 
Schizophrenia as determined by the 
*Anxiety Neurosis basic occupation 
onversion 
Hysteria 
Obsessive-Compulsive 
Neuroses 
Epileptic 
Equivalents 
Exhaustion 
Delirium 
Malingering 
Pathologic Drinking 
Toxic Psychoses 
Head Trauma 


Remarks: In some of these conditions, notably 
the psychoses and epilepsy, there may be important 
military medico-legal considerations. 


SERIOUS MILITARY OFFENCES AND MISTAKES 
Basic Condition Treatment 


*Constitutional Imperative medical 
1 Psychopathic duty consists in pro- 
| nteriority tecting the soldier 


| Mental Defect and those in the en- 
vironment together 


Epileptic , 
Equivalents with such action as 
Post-Traumatic will minimize dis- 

ruption of morale 


Personality 
Changes and discipline. 
Chronic Alcoholism 
Paresis 
anic-Depressive 
Schizophrenia 
Deterjorated States 
_ Obsessive-Compulsive 
Reactions 
Malingering 
€active Depressions 
Tain Tumour 
Conversion Hysteria 
eurasthenia 
Anxiety States 


REMARKS: It is important to make careful 
records. A considerable number of Psycho- 
pathic Inferiors are drug addicts. 
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The Nurse and the Psychiatric Patient 


There are two kinds of good nurses. The first group includes 
those nurses who are expert technicians and understand thoroughly 
the physical needs of human illness. They minister to the sick con- 
scientiously, deftly—and somewhat impersonally. In the second 
group are the nurses who have a reasonable degree of technical skill 
and information and, in addition, have the capacity of understanding 
the sick person, not merely as a collection of clinical symptoms but as 
an individual human being. There are too few nurses in the second 
group. They are more precious than rubies. d 

In the field of general medical and surgical nursing and in their 
specialties, the real understanding of sick people is an important 
asset ; in psychiatry it is an imperative requisite. 


PSYCHIATRIC LESSONS FOR NON-PSYCHIATRIC 
: NURSES 


For those nurses whose nursing is outside the field of nervous and 
mental illness, psychiatry has very significant lessons. If these lessons 
are received, appreciated and put into practice, they will provide 4 
foundation upon which may be erected a more serviceable and more 
interesting nursing career. 

The lessons of psychiatry may be briefly stated not as a theory; 
but as authentic principles which are now commonly accepted. In 
health and in sickness, each human being is a unified organism con- 
sisting of interlaced physical and psychological functions which never 
act separately. Therefore, in sickness not even the simplest physical 
reaction (perhaps a slight elevation of temperature) can occur without 
at once causing reverberations in the emotional life of the individual: 
Contrariwise, even the mildest emotional reaction, such as a mete 
feeling of mild satisfaction or of trifling annoyance, immediately has 
repercussions in every tissue and cell of the body. 

For the nurse the conclusion is obvious. In every illness, nO 
matter how trivial, in addition to the physical symptoms, perhaps, the 
“cold”, the slight fever, the headache or what not, there is inevitably 
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an “X?” quantity, which represents the reaction of the personality of 
the patient to the illness. Each one of us is different from the other— 
individual personality; bundles of dislikes; enthusiasms and prejudices; 
fears, loves, and hates, and many other things. Therefore, the “X” 
quantity is distinctively personal and, in sickness of the body, it, too, 
is sick, and it must be nursed along with the fever and the headache. 
The nurse should not nurse exclusively pneumonias and laparotomies, 
but more particularly she should nurse the John Burds and the Lucy 
Stones who have the pneumonias, the surgical abdomens, the fractures, 
and the many morbidities to which human flesh is heir. If all nurses 
would activate these simple facts into daily practice, they would find 
increasing satisfaction in their work and, conceivably, often, the 
duration of illness would be shortened. 


PHYSICAL TECHNIQUES IN PSYCHIATRIC NURSING 


It must not be inferred that psychiatric nurses do not need technical 
information and dexterity. Very often in many respects psychiatry 
is internal medicine or surgery or any of their sub-divisions. There- 
fore, the psychiatric nurse must be prepared to do anything required, 
from preparing the patient for a surgical operation, to giving a hypo- 
dermatic injection or rubbing an aching back. Indeed, in psychiatry 
there are specialized procedures like giving packs of various kinds, the 
continuous bath, narcosis therapy, and more recently the highly 
differentiated and exact nursing techniques of the drastic therapies— 
insulin shock, electroshock and other convulsive therapies, and the 
brain operation of pre-frontal leukotomy. 


PSYCHIATRIC NURSING EMERGENCIES 


Psychiatry is the field of daily emergencies. The nurse must be 
ever vigilant and be prepared to act promptly. The emergencies 
are many and varied. Some types of psychotic behaviour call for 
tactful handling; others for immediate and decisive first aid. Patients 
may cut off their hair or decorate themselves in weird fashion. Mis- 
chievously they may hide from the nurse or attempt to run away. 
They may pilfer from other patients or conceal their clothing and other 
articles, insisting that the nurse or the patients have stolen them. 
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They may destroy or deface property. They may swallow all manner 
of things or insert foreign bodies into the bodily orifices. They may 
lacerate, abrade, and bruise themselves and others. They may feign 
sickness, perhaps doubling up and crying out with violent pain and 
then, after they have created the commotion they had planned, laugh- 
ing uproariously. No matter how often the nurse has responded to 
the cry of “Wolf Wolf!” yet she never dares assume that it is another 
false alarm. One day there may be an acute appendix, a gallstone 
colic, or some other crisis. Patients may attempt suicide or attack 
other patients, even with homicidal intent. Sometimes an emergency 
is predictable ; sometimes it could not have been foreseen. ; 


ETHICS, CARE, AND PROTECTION 


The cthical responsibility of the nurse is very grave. She must 
subscribe literally to the maxim and constantly practise it: “Do unto 
others as you would have them do unto you.” And itis well to remem- 
ber that in the maxim there is included the negative precept: “Do not 
do unto others as you would not have them do unto you.” 

Many mentally sick patients are like sick children. Often they. 
are not able to tell what is wrong; much less complain if they are ill- 
treated. Nevertheless often patients may be irritating almost beyond 
the point of human endurance and exasperating enough to try the 
patience of a saint. Nonetheless, never is it permissible for the nurse 
to lower ‘her ideals. 

Frequently the daily tasks and chores of a psychiatric nurse are far 
from pleasant; but, no matter how menial they may have to be from 
time to time, they can never be degrading. Everything that is done 
for a mental patient is dignified by the noble purpose which it serves. 
Many psychotic patients not only need protection, but also must be 
kept comfortable and clean. Particularly is this true in conditions of 
deterioration or deficit—senile, dementia, paresis, epilepsy, mental 
defects, etc. 

For instance, the nurse must be sure that the senile patient is pro- 
tected against cold and heat; against burns from hot surfaces; has 
enough of the right kind of food; does not fall and perhaps sustain 
severe fractures. The bones of paretic patients are likely to be fragile 
and easily broken. In convulsions epileptic patients must be guarded 

against biting the tongue and otherwise injuring themselves. The 


THE NURSE AND THE PSYCHIATRIC PATIENT 169 


mental defective must be protected against being made the passive 
victim of perverted sexual practices or sometimes, too, he may be 
sexually aggressive. If the mental defect is of a low grade, the de- 
fective may expose himself to dangerous and death-dealing hazards. 

Many patients are not able to attend to the most elementary 
bodily needs. They have to be cleansed and cared for as though they 
were helpless babies. 

Temporarily, the same protection and care is required by patients 
who are more recoverable. For instance, the manic-depressive 
patient in the manic phase may be “too busy” to eat properly or to 
attend to personal needs; in the depressive phase, there is often the 
lack of the desire and initiative to eat or “do anything”. The schizo- 
phrenic is often too engulfed in phantasy to bother about anything or 
want to be bothered. For delirious patients constant care and pro- 
tection may mean the difference between life or death. 

Suicide and attempts to accomplish it have a much wider dis- 
tribution than is usually realized. This symptom appears not only in 
depressed patients, but also in schizophrenia, particularly in the 
panics; in delirious reactions, in senile psychoses and, indeed, in prac- 
tically every organic, toxic, and functional reaction. While some- 
times “accidental”, as for instance when a delirious patient hurls him- 
self out of a window, more often suicide is a less accidential, somewhat 
planned annihilation of reality. Suicide is the abnegation of the 
strong and dominant self or ego instinct. It is more than that. Itis 
a retaliation upon the world for having been relegated to an insigni- 
ficant role during life; a childish exhibitionistic revenge for real or 
fancied slights, insults, or deprivations. In psychoses the surface 
reasons for the suicide, for instance selfblame for sinfulness or strong 
feelings of personal unworthiness, are not the real motivations, These 
are deeply embedded in the “not-conscious” areas of the mental life 
and are not accessible to the awareness of the patient. The sudden 
lifting of melancholy in a profoundly depressed patient, and the 
appearance of a certain amount of co-operation and decision in a 
patient who has been unco-operative and indecisive, should make the 
nurse doubly vigilant. Not infrequently I have observed such a 
change as a prelude to a suicidal attempt. 

In psychiatric nursing, while the nurse must be ever watchful to 
prevent suicide, yet the watchfulness should be tactful and not clumsily 


obvious. Constant, open supervision keeps the thought of suicide in 


the forefront of the patient’s mind. On the other hand, the nurse 
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need not be afraid to discuss the suicidal thoughts with the patient, 
particularly if the patient takes the initiative. An intelligent airing of 
the situation is helpful in desensitizing the patient to the idea of self- 
destruction. 


PSYCHOLOGICAL FACTORS IN PSYCHIATRIC 
NURSING 


In a large segment of psychiatric nursing much of the work of the 
nurse is psychological. This does not mean at all that the nurse is to 
be a Pollyanna, determinedly cheerful and optimistic. Such an 
attitude is worse than useless. 3 

In order to practise psychological nursing, the nurse must under- 
stand at least the elementary psychopathic processes and mechanisms 
which are the roots of the symptoms. Many of them have been ex- 
plained in this book. Only from such understanding of the origin 
and purpose of the symptoms will there be gained the intelligence and 
the wit to combat them. Then does the nurse truly become the aide 
and the agent of the psychiatrist. Sensible psychiatrists are only too 
glad to have nurses work with them rather than for them. 

It is necessary for the nurse to understand what the psychosis or 


psychoneurosis accomplishes for patients and what protective purpose 


is served by the particular symptoms of each patient. In this respect 


a dynamic and therapeutically fruitful perspective comes from the 
realization that, by and large, mental disease and the neuroses repre- 
sent attempts to evade and escape the realities of everyday life because 
of inner inadequacies, in a considerable measure determined by irk- 
some, difficult, and sometimes brutal conditions in the environment. 

The conception that unconsciously the patient is seeking to escape 
from self and from his realities is authentic and provides a good work- 


ing basis for effective psychological nursing. For instance, psycho- 


logically, schizophrenia represents a withdrawal from the unpleasant- 
ness, the competition, the rebuffs and injuries of daily living. Each 
symptom of schizophrenia announces and serves the objective of with- 
drawing and escaping. Perhaps this is classically illustrated by @ 
katatonic stupor, in which the patient, like an opossum, “plays dead”; 
is often unresponsive and mute; has to be artificially fed and gives no 
evidence of pain even when stuck with a sharp needle. 

In the psychoneuroses, which, strictly speaking, are not mental 
diseases, there is abundant clinical testimony in the symptoms that 


j 
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the psychological purpose of the neurosis is to save the patient from the 

hard impacts of reality. Examples are: the young nurse who; 

when confronted with the-task of removing a bloody sponge from the 

operating-room floor, suddenly develops a paralysis of the right arm; 

the “shell-shocked” soldier who became blind and amnesic after he had 

witnessed the head of his “buddy” blown offin action by an enemy 
| shell; the neurasthenic woman who has a train of gastro-intestinal 
symptoms, dizziness, nausea and vomiting, because, although she is not 
consciously aware of it, yet she cannot any longer face sexual life with 
a dependent, or perhaps alcoholic, husband. 

In chronic alcoholism or drug addiction (in which conditions the 
nurse must be exceedingly careful that the patients do not secure 
alcohol or drugs surreptitiously) the individual has resorted to an un- 
reality produced by alcohol and drugs, since they cannot face life 
at the level of sober, unnarcotized, mature, adult responsibility. Un- 
consciously, they seek to blur rosily the rigid and unrelenting outlines 
of reality and eventually to annihilate reality altogether. 

Even in the psychoses which are definitely organic—for instance, 
paresis—while it is true that the paretic mental disease is determined by 
the invasion of the brain tissues by the spirochete of syphilis, yet many 
of the symptoms represent compensations for unsatisfactory realities. 
For instance, delusions of grandeur—‘‘the strongest man in the world” 
—the richest man in the world”—‘“a thousand wives”—‘‘thousands 
of children’?—“emperor of the planets”—seemingly represent com- 


pensations for actual lowliness, belittlements, and inadequacies. 
eutic work of 


These few statements define the psychological therap' 
the nurse. The patient is seeking to escape from life and attain the 
Nirvana of the unreal and the fantastic. The nurse strives to hold back 
the temptations and lure of unreality and phantasy and put forth the 
claims of everyday life. Could there be a finer purpose than this? 

Why does the patient retreat from life as it is with its victories and 
defeats ; its bounties and deprivations ; human love with the sweet and 
the bitter? The desire to escape is the result of the reaction between 
the patient and his or her environment. The nurse must understand 
‘and evaluate the environment which the patient has abandoned, and 
whenever it is possible to do so honestly, she must convince the patient 
that in so far as it is right, reasonable, and feasible, there will be a cor- 


rection of obviously unfair and too rigi 


How should the nurse go about cı 
in all, reality is more attractive than unreality, 


onvincing the patient that, all 
sanity better than 
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insanity? It cannot be done abruptly and aggressively. It is a pains- 
taking, gradual, tactful, and often devious work, and there are many 
“detours”. Once the nurse has established good rapport with the 
patient, half the battle is won. Then the patient begins to realize 
that the nurse is not merely someone who tries to make him or her com- 
fortable, but is a human being, a friend who is to be trusted—a wise 
friend, not filled with sentimental sympathy but with common sense, 
intelligence, and humanity. Then the patient begins to trust the 
nurse; begins to give her confidences; finally takes her completely into 
her confidence. Psychologically, there has developed a relationship 
between two human beings, one needing help, the other able and 
willing to give it. 

Furthermore, the nurse must remember that if she is studying the 
patient, so too is she being studied by the patient. ‘Therefore, not only 
by precept, but also by example, the nurse skilled in the knowledge of 
human behaviour demonstrates in her own everyday life that living is 
worth-while. 

If I should continue this discussion, I would be doing the unneces- 
sary. The nurse who has the potentiality of becoming a good 
psychiatric nurse will understand the importance of winning the 
‘patient back to the realities and responsibilities of life. Her intelli- 
gence, her understanding, and her ideals will be the sources from which 
she will draw effective ways and means. r 

F. inally, the nurse should be the buffer between the patient and his 
family and friends. They are apt to err in one of two ways; undue 
realism or over-sentimentality. Translated into attitudes, the first 
group want the nurse to be “tough” with the patient—‘‘make him 
(or her) stop this nonsense”; the second, or over-sentimental group 
want the patient shielded from the slightest ill-wind of environmental 
circumstance. Either method tends to immerse the patient more 
deeply in the illness. From the store of her understanding and 
experience, the nurse tactfully manages the situation, and finally 


inculcates into the relatives and friends a more sensible and constructive 
policy. 


SUGGESTIONS 


While minute directions are not desirable in psychological nursing 


and may hamper rather than help the intelligent nurse, a few sug- 
gestions may not be amiss. 


‘and relaxation is a good, P 
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A Depression. It is to be repeated that with depressed patients 
it is wise to avoid attitudes of determined cheerfulness and optimism. 
There is reason to believe that depression is intensified by constant 
contrast with displays of “happiness”. On the other hand, the 
nurse should not participate in the melancholy and apprehension of the 
patient. Natural behaviour and some degree of understanding of the 
depressed spirits of the patient together with an effort to produce 
motor activity by occupation or games represents a helpful attitude. 

Food Refusal. Food may be refused for various reasons— 
anorexia in many functional conditions; in depressions because there 
is loss of desire, or perhaps the patient feels too “‘sinful” to eat, it may 
represent an attempt at suicide; in paranoid schizophrenia and other 
conditions it may be because the patient fears there is poison in the 
food. 

The attitude of the nurse should convey her belief that the absti- 
nence from food is merely a temporary state of affairs. From time to 
time food should be served to the patient, even though it may be left 
untouched. On the other hand, the nurse must remember that there 
are patients who in their effort to avoid tube-feeding attempt to 
“get by” by taking a few morsels of food. It is better to resort to 
artificial feeding, with the approval of the physician, than to permit the 
nutrition to drop to a dangerously low level. X 

Insomnia. There is no condition in the territory of psychiatry 
—organic, toxic, or functional—which may not have insomnia as a 
symptom. The nurse can assist the physician 1n keeping hypnotic 
medication at a low level by tiring the patient by a reasonable amount 
ofexercise, and by an air of quiet confidence that sooner or later 
normal sleep will return. Particularly in psychoneurotic patients is it 
important to combat ideas concerning “the dangerous and terrible 
effects ofinsomnia”. The patient should be taught that motor quietude 
artial substitute for sleep, and, together 


with a more casual attitude towards sleep, it favours the likelihood 


of sleep. : 
Delusions. Itisnota good plan actively to combat by arguments 


the delusional beliefs of patients. Delusions are not founded in 
logic and they will not be dispelled by logic. On the orner hand, itis 
equally fallacious to pretend to agree with the patient’s delusions. A 
willingness to listen attentively and patiently and then some remark 
like, “I know it seems very real to you, but I doubt if you will continue 
to feel that way about it,” expresses à good nursing attitude. 
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Motor Inactivity and Over—Activity. Conditions of motor 
inactivity are apt to be indicative of retardation and depression. They 
should call forth efforts to produce motor energizing. In severe cases 
perhaps only a little walk or merely passive motion; in less severe cases, 
occupational therapy, becoming more intricate as improvement occurs. 

In conditions of motor over-activity it is often possible to guide the 
wildly expended energy into safer and more useful directions instead 
of allowing it to remain at a level of destructiveness. ý 

Stupor. In psychiatric stupors it should never be assumed 
that the patient is totally unconscious of the surroundings, even though 
there is no discernible reaction to sensory stimuli. After emerging 
from stupors patients frequently give a fairly clear account of the 
happenings in the environment during the stupor. Therefore, during 
the stupor, as at other times, the behaviour and remarks of the nurse 
should never be such that they might disturb or frighten the patient. 

Resistance. Resistance on the part of the patient, even active, 
aggressive resistance and violence, is usually made worse by too ener- 

getic physical methods of control. Only that amount of physical force 
necessary to protect the patient and those about him is permissible. 

Notes. The nurse should make careful and reasonably com- 
prehensive clinical nursing notes. They should contain a minimum 
of inferences and conclusions, such as “depressed”, “elated”, “suicidal”, 
“hallucinatory”, “delusional”, etc., and a maximum of descriptions 
of the words and behaviour of the patient which lead the nurse to 
think that such terms would be accurate. Such notes are quite help- 
ful to the physician and are very useful in court if the nurse should be 
called as a witness. In court the nurse will not be permitted to give 
opinions and conclusions unless sufficient foundation has been laid for 
the opinion or conclusion by her testimony as to what she heard the 
patient say and saw him do. Whatever someone else may have told 
the nurse about the patient is so-called “hearsay” and is not admissible 
as evidence. i 

No matter how utterly insane and devoid of significance they may 
appear to be, yet each remark and each act of the patient, even the 
wild tossing about and incoherent babbling of a delirium, is fraught 
with meaning. As the nurse gains experience in psychological nurs- 
ing she will learn to penetrate into some of the hidden meanings of the 
patients’ speech and behaviour; she will become increasingly skilled 
in understanding and helping her patients and new vistas of interest 
and opportunity will be unfolded for her. 
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Affect. Often regarded as synony- 
mous with emotion. It is probably 
more inclusive, including not only 
the- emotions but all subjective 
feeling tones. 

Ambivalence. A more or less equal 
weighting of thought, emotion and 
action, so that relative inaction re- 
sults. Ambivalency is probably a 
factor in katatonic phenomena. 
Love and hate are closely related 
and ambivalent reactions are com- 
mon in the love life and are the 
source of serious emotional con- 
flicts. 

Amnesia. A memory gap involving 
usually a limited time span. In 
functional amnesias, the remem- 
brance of the happenings during a 
certain time period are blotted from 
memory because they cannot be 
faced in memory without too great 
distress and anxiety. 

Argyll-Robertson Pupils. Pupils 
reacting to accommodation but not 
to light. . 

Autistic. Referring to self. Often 
used to describe the phantasy love 
life of psychotic patients, notably 
in schizophrenia. The patient may 
conduct in phantasy an elaborate 
love affair with some public person- 
age, perhaps a cinema star. 

Automatic Obedience. A symptom 
sometimes observed in stupor in 
which the patient is unable to in- 
hibit compliance with a command, 
even though such compliance may 
be fraught with personal danger, as, 
for instance, the command to pro- 
trude the tongue so that a needle 
may be thrust through it. j 

Benign. Recoverable and relatively 
favourable psychotic reactions. 

Blocking. Interference with the 
trend of thought and speech by the 
intrusion of insistent psychotic 
symptoms, often hallucinosis. 

Catalepsy. A muscle symptom prob- 
ably indicative of suggestibility in 
which the limbs may be placed into 


awkward positions which may be 
maintained by the patient for long 
periods of time. 


Cerea flexibilitas. An extreme 
degree of catalepsy in which the 
limbs of the cataleptic patient feel 
to the examiner as though they 
were made of wax. 


Compensation. Satisfaction for dis- 
satisfactions. Often applied to the 
efforts made to escape from or 
minimize inferiority reactions. Such 
compensatory efforts are sometimes 
conscious but more usually not- 
conscious. They may be wise and 
constructive or unwise, destructive 
or even psychotic, as perhaps in the 
manic phase of manic-depressive 
psychoses. 

Complex. A designation sometimes 
applied to emotionally strongly con- 
ditioned “areas” in the psychic life 
of which the individual is usually 
not conscious, but which determine 
strong tendencies and drives in the 
direction of certain kinds of be- 
haviour. 

Conflict. The clash of irreconcilable 
‘trends, drives and in general moti- 
vations of human behaviour. 


Delirium. A syndrome of symp- 
toms very commonly encountered in 
toxic psychotic reactions. It varies 
in degree. There is disturbance of 
consciousness varying in depth and 
frequently there are accompani- 
ments of increased motor activity 
and hallucinosis. 

Delusion. A false belief concerning 
which the individual holding it is’ 
unable to accept proof such as would 
be more or less commonly accepted. 
Many mistaken opinions are closely 
related to delusions in their struc- 
ture and origin but are sayed from 
being labelled delusions, either be- 
cause they are trivial or “because 
they are held simultaneously by 
great numbers of people. 
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Dementia. A permanent loss of one 
or more of the mental functions. It 
occurs in the organic psychoses, 
like senile psychosis or paresis. 

Desensitization. The allaying of 
anxiety; the easing of rigidity and 
the lessening of inhibitions by good 
rapport, sometimes aided by phar- 
macologic techniques, so that the 
patient may view the disturbing 
material in a less personal, more 
understanding and therapeutically 
constructive manner. 

Disorientation. Disturbance or loss 
of the capacity to orient or place 
self in relation to person, time and 
place. 


Displacement. The psychological 
process by which material which is 
offensive to the larger segment of 
the personality and cannot be con- 
sciously surveyed by it without very 
disturbing emotional reactions is re- 
moved to not-conscious areas, (See 
Repression.) 

Distractibility, Usually applied to 
thought. Indicates instability of 
thought; difficulty of reaching the 
goal idea and lowering of inhibition 
against the turning of thought in 
this direction and that by external 
(environmental) and internal 
(thought association) stimuli. 


Drastic. Severe. Applied in psy- 
chiatry to such therapies as insulin- 
shock therapy and the convulsive 
therapies. 


Echolalia. Seemingly an automatic 


repetition by the patient of remarks - 


made in his hearing. 


Echopraxia. Automatic imitation by 
the patient of movements and ges- 
tures made by the examiner or 
others in the vicinity of the patient. 

Ego. The adaptive mechanism, in a 
sense the personality. 


Endogenous. From within. Often 
used in psychiatry to describe intoxi- 
cations arising within the body and 
conditioning the appearance of 
psychotic symptoms, as, for instan ce, 
in the deliria of infectious diseases 


or in uremia. The application of 
“endogenous” is even broader, in- 
cluding any metabolic disturbance 
as a part of which there are mental 
symptoms as in cardiac decompensa- 
tion or in the endocrine dyscrasias. 


Euphoria. An emotional reaction 
chiefly marked by a sense or feeling 
of well-being. 


Exogenous. From without. Often 
used in psychiatry to describe 
poisons which when introduced into 
the body condition the appearance 
of psychotic symptoms, for instance, 
alcohol and lead. D 


Extrovert. An individual who is 
“outgoing”; social, active, ener- 
getic; a doer more than a thinker. 
Is more common in the pyknic 
habitus. 

Falsification of Memory. Recalling 
incidents which probably occurred 
in the patient’s past life and weav- 
ing them into the present. Often a 
prominent symptom in a Korsakofi’s 
Syndrome. 


Fantasy. (See Phantasy.) 


Flight of Ideas. A marked degree 
of distractibility of thought in 
which the direction of thought is 
rapidly shifted in one direction or 
another, under the influence of 
external sensory stimuli and inner 
thought association processes. 

Fugue. A varying span of time for 
which the patient has an amnesia, 
although during such time he may 
have conducted himself in a normal 
manner. 


Functional. Symptoms, which, al- 
though they are definite and, often, 
objectively demonstrable, are not 
to be ascribed to structural patho- 
logy. They are conditioned by 
emotional conflicts. 

Habitus. Physical characteristics anp 
conformation. The study and de- 
lineation of physical patterns and 
their alignment with dispositiona 
and Personality traits is an impor- 
tant aspect of psychiatry. 
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Hallucination. Literally, a sensation 
without an object. It is assumed 
that the “voices” the patients “hear” 
and the “visions” they “see” do not 
have any starting point or sensory 
stimulus. It is somewhat doubtful 
whether true hallucinations can oc- 
cur and it is not unlikely that they 
are illusions, in which the sensory 
stimulus is not determined. 


Hebephrenia. Silliness. A type of 
schizophrenia in which the deteriora- 
tion of accessible emotional life 
tends to be rapid and profound. 


Id. The reservoir of instinctive energy, 
often primitive in its demands, 


Idea of Reference. Beliefs and 
feelings often strongly held by 
psychotic patients, that happenings, 
often casual, refer to them, as, for 
instance, the chance cough of a 
"passer-by or the taking of a hand- 
kerchief from a pocket may be 
interpreted by patients as derisive. 


Ideas of Influence. Beliefs and 
feelings on the part of psychotic 
patients, that they are being “‘influ- 
enced” and perhaps controlled from 
various sources and means, usually 
mystical: Vibrations ;X-ray and other 
mysterious ray‘‘machines”’; electrical 
Machines and devices, thought-col- 
lecting and thought-controlling, etc. 

Illusion. Misinterpreted sensations. 
For instance, an actual noise, like 
the rattling in a radiator, is inter- 
preted by patients as a derisive or 
threatening voice; a shadow on the 
wall as the Virgin. 

Inferiority. The result of trends in 
the direction of personal inadequacy 
and belittlement motivated by real 
or fancied physical handicaps and 
disabilities and social-environmental 
dissatisfactions and deficits which, 
in general, are productive of emo- 
tional insecurity. 

Insight, The capacity of some psy- 
chotic patients to view their own 
thinking and behaviour and come to 
Some degree of appreciation of the 
abnormalities involved. 
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Introvert. An individual who is “‘in- 
growing” and introspective; less 
energetic and active than the ex- 
trovert; not very social; a thinker 
and a planner but with certain in- 
hibitions against translating thought 
into action. Is more common in the 
leptic habitus. 


Introjection (Identification). A 

` method which is used to merge 
or identify unsatisfactory self with 
others, usually with the unconscious 
motivation of buttressing emotional 
insecurity. 


Involutional. A chronological life 

period marked by the occurrence of 
somatic and psychological climac- 
teric and beginning recessive 
phenomena. In psychiatry the 
involutional period both in its 
duration and in its physical and 
psychological segments is much 
more flexibly construed than. in 
internal medicine and some of 
its specialties. 
In psychiatry its meaning is ex- 
panded to include a large group of 
symptoms, notably stupor, resis- 
tances, negativism, catalepsy, etc. 
Katatonic stupor may be largely re- 
sistive with negativistic symptoms or 
it may. be suggestible with promin- 
ence of cataleptic phenomena. 
Katatonic excitement viewed objec- 
tively is seemingly a purposcless, 
often sterotyped motor excitement, 
detached from the environment. 


Katatonia. Literally “to stretch 
tightly”. 

Latent Homosexuality. A trend or 
drive in the personality in the direc- 
tion of homosexuality of which the 
individual is not consciously aware. 


Leptic. An asthenic body type, often 
associated with introverted disposi- 
tional traits and prominent in the 
longitudinal rather than the girth 
measurements: long and lean, elon- 
gated neck, poorly muscled, rela- 
tively small and less adequate 
cardiovascular and endocrine sys- 


tems. 
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Malignant. Often used in psychiatry 
to designate conditions which appar- 
ently are not recoverable and tend- 
ing to end states of permanent de- 
terioration. 


Malingering. A conscious, more or 
less deliberate attempt to evade 
duty or responsibility by feigning 
illness. 


Mannerism. Odd, bizarre and over- 
elaborated performance of ordinary 
functions like walking in zig-zag 
fashion; speaking in staccato fash- 
ion; chewing in rhythm, etc. 


Mechanism. The entwined somato- 
psychic processes by which an 
objective is obtained. For instance, 
the mechanism of projection ma: 
operate to shift the guilt feclings 
arising from strong latent homo- 
sexual trends and fix the blame on 
external “enemies” “falsely accus- 
ing” the patient of perverted sexual 
practices. 


Negativism. Not-conscious (and 
often having the appearance of auto- 
maticity) resistance to the environ- 
ment from the patient. Originally 
interpreted as a muscle phenomenon, 
it is now given much wider applica- 
tion so that general attitudes are 
included. 


Neologism. “New” words and phrases 
more or less unintelligible in them- 
selves, but significant in the psy- 
chotic life of the patient. 


Nosology. The science of naming. 


Not-conscious Mind. A term used 
by the author to indicate the mental 
content of which the individual is 
not consciously aware. The use of 
the word not instead of “sub” or 
“un” leaves unfixed the extent and 
volume of the material of which 


the individual is not consciously 
aware. 


Obsession. Domination of the mind 
and personality by thoughts which 
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the patient is unable to put out of 
consciousness. Obsessional thinking 
may or may not be translated into 
obsessional behaviour. 


Paranoid. Resembling paranoia. The 


behaviour is indicative of distrust _ 
and suspicion and there may be 
ideas of persecution. Paranoid 
symptoms present clinically in many 
degrees of severity and tenacity. 


Personality. A structure, the foun- 


dations of which are derived from 
inheritance, consisting of physical 
characteristics (habitus), intelli- 
gence, emotional traits, enthusiasms, 
bias, prejudices, tolerances, intoler- 
ances, habits, interests, hobbies, 
drives, tendencies, energy, voca- 
tional and avocational pursuits, 
social adaptabilities, sex, and many 
other things. 


Phantasy. A pathological degree of 


day-dreaming. Often used in psy- 
chiatry to indicate the mental life 
of many psychotic patients, notably 
schizophrenics, who live a life of 
phantasy, i.e. non-concrete, wish- 
fulfilling, and without obstacles or 
competition. 


Phobia. Fear. Usually the patient is 


not aware of the source of the fear 
and in a sense the particular fear 
is a symbolic representation of ma- 
terial which cannot be faced in 
consciousness. Fears may be derived 
from the emotional traumata of 
childhood and according to some 
schools of thought may be the after- 
maths of the phylogenetic ex- 
periences of our species. Phobic 
Teactions are quite common, par- 
ticularly in certain psychoneurotic 
conditions, 


Presbyophrenia. A variety of senile 


psychosis, in which in spite of sür- 
face mental alertness, there are 
marked defects of memory, reten- 
tion and orientation, often gn 
Suggestibility so that the patient 
may readily be led into fabrica 
tions. 
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Projection. A mechanism which oper- 
ates by attributing innately deter- 
mined difficulties to externals, i.e. 
people or conditions of life. In cer- 
tain psychotic reactions the patient 
escapes too strong guilt feelings by 
the reaction of “they think” or “they 
say” instead of “I am”. ‘’They say 
I am a homosexual.” 


Psychobiology. A fruitful concep- 
tion which views the individual in 
the long section of his life and in 
both the diagnosis and treatment of 
the presenting maladaptation takes 
into account all important life 
happenings, somatic and emotional 


Psychopathology. Dynamic pa- 
thology, not of structure, but of 
unresolved emotional conflicts. 


Psychosomatic. A word used to 
express the close relationship and 
intimate entwining of somatic and 
emotional functioning and their re- 
active effects upon each other. 


Psychotherapy. The utilization of 
any legitimate treatment measure 
with the objective of influencing 
favourably the attitude of the pa- 
tient, towards himself, his illness 
and his environment in life. 


Pyknic. A bodily type often asso- 
ciated with extroverted personality 
traits and marked by large girth 
measurements, oftén well-muscled 
and short-necked with very ade- 
quate cardiovascular and endocrine 
endowments. 


Rapport. The relationship between ` 


Patient and physician. Careful 
examinations and the personality 
and understanding of the physician 
contribute to the establishment of 
Satisfactory rapport. 


Reactive. In response to. Often used 
to describe a depression sen seem- 
ingly appears in response to severe 
envion ental Blons. and in which 
the relationship between ‘‘cause’’ 
(the ill fortune) and the “effect 
(the depression) is often established 
in the mind of the patient. 


Regression. Descending to lower 
levels of functional expression, as, 
for instance, the utilization of 
childish behaviour, screaming and 
sulking in the attempt to dominate 
the surroundings. In some of the 
psychoses, notably schizophrenia, 
there is frequently evidence in the 
patient’s attitude, posture. and 
general behaviour of deep regression. 

Repression. The relegation of ma- 
terial, usually highly charged 
emotionally, beyond the limits of 
consciousness, so that the patient 
need no longer “remember” it. 

Retardation. Slowing of the stream 
of thought and of its verbal expres- 
sion. 

Schizoid. The personality, usually 
introverted, to which an unknown 
factor has been added making the 
individual vulnerable to schizo- 
phrenic psychotic reactions. 

Schizophrenia. Splitting of the 
psyche or personality. It appears 
clinically as an inadequacy of emo- 
tional reaction and an inconsistency 
between ascertainable thought con- 
tent and its emotional accompani- 
ments. 

Senile plaques. Darkly staining 
fibrillar bundles, prominent in the 
neuropathologic picture of senile 
psychosis. 

“Shell-shock”. A newspaper term 
for conversion hysteria, which occurs 
frequently in war. 

Substitution. The. process or 
mechanism through which innocu- 
ous or emotionally less disturbing 
material is put in place of or sub- 
stituted for emotionally disturbing 
material. 

Super-ego. The ego-ideal, the self- 
critique, the ethical layer of the 
personality. It corresponds roughly 
to conscience. 

Symbolism. The process of economiz- 
ing and condensing thought by 
representing it symbolically, as for 
instance, the national flag displayed 
on proper occasion symbolizes the 
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Symbolism—continued 
entire history of a nation. In 
psychotic reactions, notably in 
schizophrenia, the decadence of the 
symbol may be observed. Thought 
is too much condensed and abbre- 
viated and its meaning over- 
individualized, as, for instance, when 
a once very detailed and elaborated 
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delusional system becomes repre- 
sented by a bit of dirty cloth to 
which the patient points when 
questioned. 


Sytonic. The personality, usually ex- 


troverted, to which an unknown 
factor has been added making the 
individual vulnerable to affective 
psychotic reactions. 
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